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ABSTRACT 
 
Growing research into the cultural validity of psychotherapeutic models reflects 
the current interest in the impact of culture on mental healthcare. In the UK, Low 
and High Intensity modalities of Cognitive-Behavioural Therapy (CBT) are offered 
as cost-effective interventions for anxiety and depression in primary care. 
Research with Latino migrants in the US highlights the broad suitability of CBT 
interventions to this culture. However, its findings may not be generalisable to the 
Latino migrant population in the UK, due to different socio-political circumstances.  
This study explores the effectiveness and meaning of a Low Intensity CBT group 
intervention for Latino migrants in London using a mixed-methods approach. 
Participants attended a four-week workshop on anxiety and worry management 
facilitated in Spanish. Eight participants‘ pre and post-intervention scores in 
various outcome measures (CORE-OM, PHQ-9 and GAD-7) were compared 
using a repeated measures design. Additionally, seven participants gave their 
views on the intervention in two focus groups, information which was analysed to 
ascertain the themes underlying the discussions. 
Scores showed a trend towards a reduction in anxiety levels, failing to reach 
statistical significance. However, participants‘ positive evaluation of the 
intervention seemed in disagreement with these modest results. Possible 
reasons for this discrepancy are discussed. Four themes were identified as 
underlying their discussions: useful CBT-specific elements, useful generic 
elements, intervention as basic/scope for improvement and Latino community 
needs. Participants acknowledged the place for Low Intensity CBT interventions, 
although thought further input was necessary. Therefore, they called for support 
at a community-level aimed at empowering the Latino community in the UK to 
tackle socio-political problems affecting them. These results are put in the context 
of previous research. Potential clinical implications as well as further research 
necessary on this topic are discussed.  
Low Intensity CBT and Latinos in the UK                                                          Contents 
 
ii 
 
CONTENTS 
ABSTRACT ...................................................................................................................... i 
ACKNOWLEDGEMENTS .............................................................................................. viii 
SEARCH STRATEGY ..................................................................................................... ix 
INTRODUCTION ............................................................................................................. 1 
1. Culture, Mental Health and Psychological Therapies ............................................... 1 
1.1. Culture .............................................................................................................. 1 
1.2. The dilemma: Culturally adapted vs. evidence-based interventions ................... 4 
1.3. Cognitive-Behavioural Therapy (CBT) ............................................................... 5 
1.3.1. Definition and characteristics ...................................................................... 5 
1.3.2. Can CBT be used across cultures? ............................................................. 6 
1.4. The British case................................................................................................. 7 
1.4.1. Psychological Therapy Services ................................................................. 7 
1.4.2. A Stepped Care approach ........................................................................... 9 
1.4.3. Group Low Intensity CBT interventions ..................................................... 10 
2. Latinos ................................................................................................................... 12 
2.1. ‗Latino culture‘ and CBT .................................................................................. 12 
2.1.1. ‗Latino culture‘: characteristics and views on mental health ...................... 12 
2.1.2. Latino culture and psychotherapy research ............................................... 14 
2.2. Latinos in the UK ............................................................................................. 16 
2.2.1. Evolution of Latino migration to the UK ..................................................... 16 
2.2.2. Numbers of Latinos in London .................................................................. 17 
2.2.3. The life of Latinos in London ..................................................................... 18 
2.2.4. Limitations of previous research ................................................................ 19 
2.2.5. Migration ................................................................................................... 20 
3. Anxiety deconstructed ............................................................................................ 21 
4. Summary ............................................................................................................... 22 
5. This study .............................................................................................................. 23 
Low Intensity CBT and Latinos in the UK                                                          Contents 
 
iii 
 
5.1. Justification for this research ........................................................................... 23 
5.2. Research questions ......................................................................................... 23 
METHODOLOGY .......................................................................................................... 25 
6. Epistemological approach and Mixed-methods ...................................................... 25 
6.1. Epistemological stance .................................................................................... 25 
6.2. Rationale for a mixed-methods approach ........................................................ 26 
6.3. Strategy for implementing a mixed-methods approach .................................... 26 
7. Research Design ................................................................................................... 27 
8. Intervention ............................................................................................................ 28 
8.1. Material ........................................................................................................... 29 
8.1.1. Development of the material ..................................................................... 29 
8.1.2. Validity of the material ............................................................................... 29 
8.2. Facilitation ....................................................................................................... 30 
9. Participants ............................................................................................................ 30 
9.1. Recruitment ..................................................................................................... 30 
9.2. Inclusion/exclusion criteria ............................................................................... 31 
10. Ethical approval ................................................................................................... 32 
11. Ethical issues ....................................................................................................... 32 
11.1. Consent ......................................................................................................... 32 
11.2. Confidentiality ................................................................................................ 33 
11.3. Procedure for managing distress and psychological aftercare ....................... 33 
12. Clinical supervision .............................................................................................. 33 
13. Quantitative data collection and analysis ............................................................. 34 
13.1. Selection of questionnaires and standardised measures ............................... 34 
13.1.1. Patient Health Questionnaire 9 (PHQ-9) ................................................. 34 
13.1.2. Generalised Anxiety Disorder 7-item (GAD-7) Scale ............................... 35 
13.1.3. Clinical Outcomes in Routine Evaluation –Outcome Measure (CORE-OM)
 ........................................................................................................................... 36 
Low Intensity CBT and Latinos in the UK                                                          Contents 
 
iv 
 
13.1.4. Short Acculturation Scale for Hispanics (SASH)...................................... 37 
13.1.5. Demographic questionnaire .................................................................... 37 
13.2. Use of the questionnaires by the participants ................................................ 37 
13.3. Analysis of questionnaire data ....................................................................... 38 
14. Qualitative data collection and analysis................................................................ 39 
14.1. Focus groups ................................................................................................ 39 
14.2. Running the focus group ............................................................................... 40 
14.2.1. Participants ............................................................................................. 40 
14.2.2. Preparation for the focus group ............................................................... 40 
14.2.3. Focus group agenda – a systemic approach ........................................... 40 
14.3. ‗Most Important Event‘ (MIE) question ........................................................... 41 
14.4. Apparatus and resources for qualitative data collection and analysis ............ 41 
14.5. Transcription ................................................................................................. 41 
14.6. Analysis of interview data .............................................................................. 42 
RESULTS ..................................................................................................................... 44 
15. Quantitative analysis ............................................................................................ 44 
15.1. Sample‘s demographics ................................................................................ 44 
15.2. Outcome data ................................................................................................ 45 
15.2.1. Progression during the control phase ...................................................... 45 
15.2.2. Progression during intervention phase .................................................... 46 
15.2.3. Follow-up ................................................................................................ 48 
15.3. Attrition analysis ............................................................................................ 48 
16. Qualitative analysis .............................................................................................. 49 
16.1. Sample‘s demographics ................................................................................ 49 
16.2. Thematic structure ......................................................................................... 49 
16.2.1. Specific LI CBT elements seen as useful .................................................... 51 
16.2.1.1. ‗Knowing what to do‘. CBT techniques for anxiety/worry ...................... 52 
16.2.1.2. ‗Knowing what it is‘. Conceptualisation of anxiety/worry ....................... 53 
Low Intensity CBT and Latinos in the UK                                                          Contents 
 
v 
 
16.2.1.3. ‗When is it really a problem?‘ – questionnaires .................................... 54 
16.2.1.4. ‗Need to put it into practice‘ – intersession tasks .................................. 55 
16.2.2. Generic aspects of the intervention ............................................................ 55 
16.2.2.1. ―I appreciate your professional stance‖ - Facilitator‘s role ..................... 55 
16.2.2.2. ―It‘s so important to have information in your own language when 
abroad‖ - Intervention in Spanish ........................................................................ 56 
16.2.2.3. ―We are all in the same boat‖ - Group factors ....................................... 57 
16.2.3. Intervention as limited / Scope for improvement ......................................... 59 
16.2.3.1. ―We completed the basic [level] and now we go for the second one‖ – LI 
Intervention as starting point. .............................................................................. 60 
16.2.3.2. ―Things you might want to change‖ - Practical changes ....................... 61 
16.2.3.3. ―We expect different things‖ –importance of an homogenous audience 62 
16.2.4. Latino community characteristics and needs .............................................. 63 
16.2.4.1. No, here you have to wise up!‖ - Attitudes towards migration ............... 64 
16.2.4.2. ―That‘s the Latino mentality‖ - ‗Latino‘ cultural values ........................... 65 
16.2.4.3. How we can solve our own poblems as a community - Other more 
suitable support for the Latino Community .......................................................... 67 
17. Summary ............................................................................................................. 69 
DISCUSSION ................................................................................................................ 70 
18. Current findings in the context of previous literature............................................. 70 
18.1. Participation .................................................................................................. 71 
18.2. Effectiveness of LI CBT interventions ............................................................ 72 
18.3. Meaning of LI CBT interventions ................................................................... 72 
18.2.1. Specific LI CBT elements considered useful ........................................... 73 
18.2.2. Generic aspects of the intervention ......................................................... 74 
18.2.3. Intervention as limited/scope for improvement ........................................ 76 
18.2.4. Latino community needs ......................................................................... 78 
18.3. Convergence of quantitative and qualitative analyses ................................... 82 
19. Limitations of the current study ................................................................................ 83 
Low Intensity CBT and Latinos in the UK                                                          Contents 
 
vi 
 
19.1. Scope of the study ......................................................................................... 83 
19.1.1. Overgeneralisation .................................................................................. 83 
19.1.2. Can we actually talk about ‗effective‘ as different from ‗meaningful‘? ...... 84 
19.2. Intervention ................................................................................................... 84 
19.2.1. Sample/Recruitment ............................................................................... 84 
19.2.2. Type of intervention facilitated................................................................. 85 
19.3. Data collection ............................................................................................... 85 
19.3.1. Attrition ................................................................................................... 85 
19.3.2. Self-report measures .............................................................................. 86 
19.3.3. The author‘s double role. ........................................................................ 86 
20. Quality of the study and reflexivity ........................................................................ 87 
20.1. Evaluation of the quality of this study ............................................................. 87 
20.2. Reflexivity ...................................................................................................... 88 
21. Clinical Implications ............................................................................................. 90 
22. Recommendations for future research ................................................................. 92 
23. Summary ............................................................................................................. 92 
BIBLIOGRAPHY ........................................................................................................... 94 
  
Low Intensity CBT and Latinos in the UK                                                          Contents 
 
vii 
 
APPENDICES ............................................................................................................. 110 
Appendix 1. Stepped-care model of delivery (Richards & Whyte, 2008) .................. 110 
Appendix 2. Programme outline ............................................................................... 111 
Appendix 3. Programme sessions (handouts) –spanish- ......................................... 113 
Appendix 4. Workshop promotion material............................................................... 117 
Appendix 5. UEL Ethics approval ............................................................................. 140 
Appendix 6a. Information sheet – Spanish version .................................................. 141 
Appendix 6b. Information sheet – English version .................................................... 143 
Appendix 7a. Consent Form – Spanish version ....................................................... 145 
Appendix 7b. Consent Form – English version ........................................................ 146 
Appendix 8a. PHQ-9 (Spanish version) ................................................................... 147 
Appendix 8b. PHQ-9 (English version) ..................................................................... 148 
Appendix 9a. GAD-7 (Spanish version) ................................................................... 149 
Appendix 9b. GAD-7 (English version) ..................................................................... 150 
Appendix 10a. CORE-OM (Spanish version) ........................................................... 151 
Appendix 10b. CORE-OM (English version) ............................................................ 153 
Appendix 11a. SASH (Spanish version) ................................................................... 155 
Appendix 11b. SASH (English version) .................................................................... 156 
Appendix 12. Demographic questionnaire (registration) ........................................... 157 
Appendix 13a. Focus group handout (Spanish Version) .......................................... 158 
Appendix 13b. Focus group preparation handout (English version) ......................... 159 
Appendix 14. Focus group agenda (English version) ............................................... 160 
Appendix 15. Audit trail ............................................................................................ 161 
Appendix 16. Diagrammatic representation of the themes ....................................... 166 
Low Intensity CBT and Latinos in the UK                                                          Acknowledgements 
 
viii 
 
 
ACKNOWLEDGEMENTS 
 
I would like to thank my academic supervisor, Dr Maria Castro, for her guidance 
during analysis and writing-up and her insight into the complexities of working 
with the Latin American community. Equally, this work would not have been 
possible without my field supervisor, Dr Melinda Rees, as she suggested the 
topic initially and supported me during conception of the study, delivery of the 
intervention and data collection.   
 
I would also like to thank all the voluntary organisations I approached requesting 
their support with recruitment, premises and equipment for the group (e.g., IRMO, 
MRC, LAWRS and El Teléfono de la Esperanza). With the enthusiasm and 
collaboration they showed since the beginning, they demonstrated that they really 
care about the work they do and the community they serve. 
 
I would also like to extend my gratitude to the participants of this research for the 
interest they put in attending the intervention and giving their opinion about it. I 
hope this work will help develop the support they sorely need. 
 
Finally, I would like to thank those more close to me. My family, who, from the 
distance, have been encouraging me to continue in difficult moments. To friends 
and flatmates, who have suffered the impact of this thesis and have been flexible 
and supportive at a time. Thanks in particular to Roger, for his proof reading, and 
especial thanks to Ilvana, for her selfless understanding during this busy period. 
Low Intensity CBT and Latinos in the UK                                                          Search strategy 
 
ix 
 
SEARCH STRATEGY 
 
The literature referenced in this work was retrieved from several searches made 
using a variety of sources. Relevant background literature was gathered in the 
form of books following recommendations from supervisors (e.g. on topics such 
as ‗culture‘, ‗mental health‘, ‗group therapy‘ and ‗Latino population‘). Additionally, 
searches were made using Medline and EBSCOhost (primarily PsycInfo and 
PsycArticles). Title key words and relevant Thesaurus terms were explored, such 
as ‗Psychoeducation‟, „Group Psychotherapy‟, „Latinos/as‟, „Hispanic‟, „Cognitive 
Behavior Therapy‟ and „Minority groups‟. The bulk of the search was made during 
the period November-December 2010 and August-October 2011. The reference 
lists of the retrieved material were trawled to identify further relevant material. A 
further search was made in order to provide a context for results which had not 
been covered in the original literature review.   
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INTRODUCTION  
 
This section aims to provide a comprehensive review of the relevant research on 
the topic. It is structured around two broad themes: the first one covers the links 
between culture and mental health and how effectively psychological therapies 
address cultural differences, focusing on Cognitive Behavioural Therapy (CBT). 
The second part focuses on the Latino culture specifically and how its 
idiosyncrasies have been, and should be, considered in order to provide effective 
psychological help. Adopting a funnel structure, both sections start broadly and 
then narrow their focus to Latino migrants in the UK. After identifying the gaps in 
previous research, this section makes explicit the questions to be addressed.    
 
1. Culture, Mental Health and Psychological Therapies 
 
1.1. Culture 
The term culture refers to the values, beliefs and practices that pertain to a given 
ethnocultural group (López & Guarnaccia, 2000). After many years ignoring it, 
clinicians and researchers have begun to recognise the role of cultural factors in 
mental health (Marsella & Yamada, 2007). This is in reference to the etiology, 
expression, manifestation and outcome of all forms of psychopathology and help-
seeking attitudes (Lin, Tardiff, Donetz & Goresky, 1978). 
Different ontological standpoints inform the developments within cultural mental 
health. Swartz and Rohleder (2008) identify them as three. Whereas a 
universalist approach argues that psychological concepts (e.g., depression) are 
found in all cultures, a relativist position states that there are different 
psychological experiences in separate cultures. A critical approach, they explain, 
argues that all contexts have multiple and diverse cultures, and psychological 
concepts can only be understood with a critical understanding of diversity and 
how knowledge is produced.  
Within the organisational field, Hofstede (2001) identified several constructs that 
help us distinguish cultures. These are Power Orientation, the manner in which 
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people in a specific culture defer to legitimate authority; Uncertainty Avoidance, 
the extent to which people rely upon, and expects, information to accomplish a 
task; Individualism/Collectivism, or the degree to which a culture emphasizes the 
well-being of the group over the benefit of the individual; and Masculinity, a 
culture‘s perspective on the roles that men and women play in society.  
From a more clinical angle, Marsella and Yamada (2007) summarise how cultural 
factors influence and shape ‗mental disorders‘1 by determining: types and 
parameters of psychosocial stressors, coping mechanisms and resources; basic 
personality patterns; standards of normality and deviance; health attitudes and 
treatment orientation and patterns of experience and expression of 
psychopathology.   
However, psychiatry‘s interest in culture, manifested in a vast volume of literature 
on the topic and the creation of ‗culture-bound syndromes‘ (e.g., susto, ataque de 
nervios), has caused controversy. Whilst some consider this a step forward, 
critics see in it distinct racist connotations, as it portrays Western psychiatry as 
culturally neutral by labelling disorders which do not fit with it as ‗culturally-bound‘ 
(Fernando, 2010a, p. 40).  López and Guarnaccia (2000) argue that no disorder 
can escape cultural encoding, shaping and presentation and, therefore, all 
disorders should be regarded as cultural. Mezzich et al. (1999) state that 
diagnostic classifications, as western cultural documents, carry ontological 
notions of what constitutes a disorder, epistemological ideas about what counts 
as scientific evidence and methodological ideas as to how research should be 
conducted. Equally, exporting western therapeutic models across cultures has 
been deemed psychiatric imperialism, leading to the suppression of indigenous 
ways of dealing with human suffering, family problems and social disturbance 
(Fernando, 2010a, p. 113), a further aggrandizement of Western expertise and 
an increase in pharmaceutical sales (Thomas, Bracken & Yasmeen, 2007). 
The provision of mental health services has also been criticised for lacking the 
cultural and linguistic competence to ‗take culture seriously‘ and respond to 
growing mental healthcare challenges (Bhui et al., 2007). As a result, evidence in 
                                               
1
 Medical terminology is purposely used throughout this work as a reflection of the dominance of 
the medical model within the outcome research field. The use of quotations indicates the author‘s 
critical stance in this respect.  
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the US (Sue & Zane, 2009) and the UK (Lawson & Guite, 2005) shows that 
ethnic minorities have traditionally fared poorly in mental health services (i.e. low 
representation and higher drop-out rates). Both papers advance the inability of 
therapists to provide culturally responsive interventions as the most important 
single explanation. However, the histories of migration to each country differ, 
which may contribute to the discourses on migration which inform healthcare 
policies. As a result, whereas some countries develop culture-specific services, 
others require immigrants to adapt and to use mainstream healthcare 
(Bhui et al., 2007). In this sense, there have been calls to attenuate the 
‗excessive accommodation of the needs of ethnic minorities‘, as it can 
disempower communities and engender a culture of expectation and entitlement 
and generate dissatisfaction among the host society (Badat, 2010). 
Further warnings have been made about a ‗blind‘ inclusion of culture in mental 
health. Whilst cultural competence - the professionals‘ ability to provide services 
that are culturally acceptable and meaningful to the diverse populations they 
serve - is essential (Bhui et al., 2007), it should be balanced with awareness of 
the person‘s ethnic identity (i.e., extent to which they identify themselves with a 
specific ethnic group), so that no stereotypical assumptions are made (Marsella 
& Yamada, 2007). This is especially relevant when working with immigrants, who 
may vary in their degree of acculturation (a process that every individual 
negotiates differently and influences, among other aspects, the sense they make 
of mental health models and constructs of the host society) (Nesdale & Mak, 
2000).     
Finally, López and Guarnaccia (2000) argue that for culture to be fully embraced 
within mental health, it should include a full social context, including social forces 
such as class, poverty, and marginality. Culture is important in all aspects of 
psychopathology research—from the design and translation of instruments, to the 
conceptual models that guide research, to the interpersonal interaction between 
researcher and research participants, to the definition and interpretation of 
symptom and syndromes, to the structure of the social world that surrounds a 
person‘s mental health problems.  
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1.2. The dilemma: Culturally adapted vs. evidence-based interventions 
Considering the important role of cultural background in determining ‗normal‘ and 
‗deviant‘ functioning (Hwang, Myers, Abe-Kim, & Ting, 2008), the question arises 
as to how best to include culture in the provision of psychological therapy. 
Morales and Norcross (2010) regard evidence-based and multicultural 
psychotherapies as ‗strange bedfellows‘, which, having originated from different 
traditions and discourses (i.e., clinical science and anthropology), have recently 
been drawn together sometimes ‗in an uncomfortable way‘.  Culture is included in 
the definition of evidence-based practice in psychology (EBPP) as ‗the integration 
of the best available research with clinical expertise in the context of the client‘s 
characteristics, culture and preferences‘ (APA, 2006, p. 273).  
Wilson et al. (2009) state that most psychologists in the US favour the idea of 
culturally adapting therapies; however, the extent to which they put it into practice 
is unclear.  The meaning of ‗culture‘ also varies across authors. Whilst some 
equate it to ethnic origin, others adopt a broader meaning of the term, 
encompassing a range of aspects, such as values or religious beliefs. Thus, Hays 
(2009) recommends the ADDRESSING model, including: Age, Developmental 
disabilities and acquired Disabilities, Religion/spiritual orientation, Ethnic identity, 
Socioeconomic status (SES), Sexual orientation, Indigenous heritage, National 
origin and Gender. Furthermore, Fernando (2010b) calls for the inclusion of faith-
based healing in western models of psychotherapy. 
However, critics of multiculturalism often warn that excessive adaptation of EBPP 
may endanger the notion of therapeutic models, as it could generate such 
heterogeneity of practice that would make research into its effectiveness 
impractical. Further concerns include the unknown impact of the adaptation on 
the efﬁcacy of the intervention and the possibility that modiﬁed EBPP loses its 
‗curative‘ ingredients (Morales & Norcross, 2010) and its cost-effectiveness (La 
Roche & Christopher, 2009). Conversely, not adapting the therapy to the 
particular needs of the person would equate to a ‗procrustean fit‘, which could 
generate conflict in values, client discomfort and poor engagement, dropout 
increases and ‗treatment‘ failure (Sue, 2001). There is, therefore, a need for 
balance when considering adaptations to therapeutic models. Bernal (2009) 
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states that any adaptation should retain the essence (i.e., key theoretical 
constructs, theory of change, and basic procedures) of the model; yet the model 
of adaptation should take into consideration the unique characteristics of the 
population it is offered to. Possible cultural adaptations include multiple 
dimensions, for example, language, persons, metaphors, content, concepts, 
goals, methods and context (Morales & Norcross, 2010).   
Griner and Smith‘s (2006) meta-analytic review of 76 studies provides evidence 
of the moderately strong benefits of culturally adapting mental health 
interventions, particularly when these are targeted to a specific ethnic group and 
are conducted in the client‘s mother tongue. Morales and Norcross (2010) also 
emphasise the importance of the therapist‘s competence in the cultural and 
linguistic aspects of the client and their experience in integrating these variables 
in a culturally competent and congruent manner. The systemic stance of ‗cultural 
curiosity‘ (Grames, 2006) enables the therapist to focus on learning about the 
client‘s cultural experience of trauma. 
Morales and Norcross (2010) close this debate by asserting that the time has 
arrived for culturally sensitive EBPP in the US, despite the unavailability of tests 
of adapted versus standard therapies (Miranda et al., 2005). However, limited 
progress has been made in this area in the UK and it is important to remain 
cautious as to how we can generalise the above findings across countries with 
different ethnic make-up and a whole set of socio-political circumstances.    
 
1.3. Cognitive-Behavioural Therapy (CBT) 
 1.3.1. Definition and characteristics 
In its classical form, CBT is a short-term, structured, problem-solving method by 
which the person is trained to recognise and modify the maladaptive, conscious 
thinking and beliefs that are, it is argued, maintaining their problems and distress 
(Milton, 2008). The model is concerned with conscious mental processes and 
keeps its focus on the present. However, the expansion it has experienced since 
its conception, often described as three successive waves or paradigmatic shifts 
(Kaye, 2008), makes it difficult to define. In an attempt to build up its evidence-
base, elements from different orientations have been clustered under the 
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umbrella term of CBT to the point that this label can hardly do justice to its 
diversity (Clarke, 2008).  
Nevertheless, Gilbert (2009) gives a tentative description of CBT as ‗an approach 
that aims to induce changes at a cognitive level which translate into different, 
more functional behaviour and vice versa. It uses a range of techniques such as 
Socratic dialogues, guided discovery, behavioural experiments, exposure to the 
feared and avoided, psycho-education and teaching the skills of self-monitoring, 
self-reflection and self-change‘ (p. 400).  
In an effort to dissociate themselves from other therapists, CBT practitioners and 
theorists emphasise a series of characteristics of this approach, namely, a 
collaborative stance between therapist and client (collaborative empiricism), 
where both have a more equal role than in other approaches; a focus on 
conscious processes (drawing on cognitive and behavioural activity and 
avoidance); a problem-solving approach, focused on specific difficulties the 
individual experiences; and a focus on the individual and the way they interpret 
their own circumstances.    
A number of critiques have been made to this model (some of which are included 
below when addressing CBT across cultures and the delivery of CBT in the UK). 
Another relevant critique when talking about socioeconomically deprived migrants 
is that an emphasis on alleviating distress through challenging thoughts may be 
counterproductive, leading to invalidating the context in which distress takes 
place (Moloney & Kelly, 2008).  
 1.3.2. Can CBT be used across cultures? 
Little attention has been devoted to modifying the CBT model and practice to 
incorporate an understanding of diverse ethnic, cultural and religious contexts 
(Rathod & Kingdon, 2009). However, despite this apparent disinterest, Hays 
(1995) states that there is nothing inherent to this model that would preclude its 
use across cultures. She makes a balanced analysis of the approach, 
summarising its potential strengths as an emphasis on the individual‘s 
uniqueness and its large range of techniques that provide the tools for such 
adaptation. Also, CBT can be empowering to the client, by means of teaching 
skills that can be used without the therapist. Finally, CBT‘s attention to conscious 
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processes and specific behaviours may be preferable to other models when 
therapy is conducted in a client‘s second language or through an interpreter. 
However, a number of aspects of the CBT model limit its validity when used 
across cultural backgrounds. Firstly, although sometimes presented as culturally 
neutral, CBT values highly certain stereotypic characteristics of the dominant 
group that developed it (i.e. highly educated Euro-American men), such as 
assertiveness, personal independence, verbal ability and change, which may not 
be congruent with other cultures. Secondly, CBT‘s individualistic focus may imply 
placing blame on the individual for problems which are primarily a result of unjust 
societal conditions (Hagan & Smail, 1997). Equally, focusing on the here-and-
now may limit the attention devoted to the client‘s history. Thirdly, its emphasis on 
belief-change can come close to undermining the person‘s philosophy of life or 
religious convictions, especially when working with people of a different cultural 
background, e.g. a devout Buddhist (Fernando, 2010a, p. 117). Fourthly, 
Fernando (2010a, p. 78) criticises western psychology as lacking a sense of 
spirituality; however, Waller, Trepka, Collerton and Hawkins (2010) argue that the 
CBT framework lends itself to exploring spirituality issues. 
On the basis of this review, the CBT model presents a number of challenges 
when applied to non-western cultures. Therefore, adaptations to suit the 
idiosyncrasies of the specific culture may be needed to maximise clients‘ 
engagement in therapy.   
 
1.4. The British case 
 1.4.1. Psychological Therapy Services  
The provision of psychological therapy in the UK‘s National Health Service (NHS) 
has been traditionally ‗limited‘ and ‗patchy‘ (BACP, 2010). To tackle this situation, 
the governmental initiative Improving Access to Psychological Therapies (IAPT) 
was launched in 2007. This national programme of investment in England aimed 
to provide a choice of well-resourced, evidence-based psychological therapies in 
primary care to those individuals who experience common mental health 
problems (i.e., ‗anxiety‘ and ‗depression‘) and to support generally their recovery 
and functioning within employment and society (Turpin et al., 2008). A total 
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investment of £300m was secured for the development of this framework 
following an analysis by Layard et al. (2006). Their report highlighted the impact 
of psychological distress (construed as ‗mental ill-health‘) on the economy and 
stated that the costs of such investment would be offset by savings in two main 
ways: reducing absenteeism and returning people to work. However, this work 
failed to tackle presenteeism. 
IAPT has been praised and criticised equally. Among its merits we should 
highlight that, as the largest investment programme on psychological therapies in 
the UK, it denotes the Government‘s commitment to expand their availability 
(Marzillier & Hall, 2009), shifting the emphasis of service provision away from the 
purely medical (pharmacotherapy and ECT) and in favour of talking therapy 
(Clarke, 2008). Whether it was Layard‘s genuine aim or the side-effect of a 
merely economic drive (Nel, 2009; Pilgrim, 2008), some psychological therapies 
have become accessible to a wider number of people (Richards & Suckling, 
2008). 
The criticisms of IAPT focus on its underlying principles (i.e., evidence it is built 
upon) and the way in which it has been implemented. Although Turpin et al.‘s 
definition highlights the word ‗choice‘, IAPT‘s emphasis on offering ‗evidence-
based therapies‘ has resulted in the delivery of cognitive and behavioural 
therapies, which falls short of the ‗choice of therapies‘ promised. Some authors 
have cast doubts on this ‗one size fits all‘ assumption (Nel, 2009). Marzillier and 
Hall (2009) raise concerns about the ‗overly optimistic and naïve understanding 
of the nature of psychological distress and the effectiveness of therapy‘ (p. 396). 
They argue it may be dangerous to the therapy industry as it is unlikely that the 
‗unfunded expectations‘ made on the effect of IAPT on the economy will be met.  
With regards to the evidence upon which IAPT has been set up, it is necessary to 
refer to the guidelines issued by the National Institute for Health and Clinical 
Excellence (NICE), which makes recommendations on clinical treatments which 
have shown ‗evidence of effectiveness‘. Some of the guidelines relevant to 
Primary Care Psychology provision are specific to diagnostic categories such as 
Anxiety, Depression, Obsessive Compulsive Disorder and Postraumatic Stress 
Disorder (NICE, 2004, 2009, 2011, 2005). All these guidelines recommend CBT 
as a primary intervention or as an adjunct to pharmacological treatment on the 
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basis of studies which have demonstrated its superiority over other types of 
intervention. 
NICE‘s approach to mental health has been criticised from different angles 
(UKCP, 2011). Firstly, it has been challenged on its ‗excessive‘ medical stance, 
with guidelines based on nosologic categories of contested validity (Boyle, 2007; 
Pilgrim, 2000). Its use of a hierarchy of evidence which prioritises quantitative 
methods, especially, randomised controlled trials (RCTs), widely used in physical 
medicine, has also been questioned as an appropriate methodology for talking 
therapies (Hemmings, 2008). Critics of the use of the RCT approach to study 
talking therapies raise concerns about the generalisability of its findings, its ability 
to operationalise ‗relationship effects‘, the inherent bias of this method, the effects 
of therapists‘ allegiance to particular modalities, and cost (UKCP, 2011). 
A further criticism has been raised about the allegiance of CBT with the medical 
establishment (i.e. by adopting medical constructs) and how this has enabled it to 
be prioritised among alternative approaches (UKCP, 2011). Some authors, 
however, see this relationship as a positive step, as the ‗Trojan horse‘ of CBT has 
come to be accepted as an alternative to mere drug-based treatments 
(Hemmings, 2008, p. 45).  
 1.4.2. A Stepped Care approach 
A central tenet of  the IAPT initiative is the delivery of therapy which suits the 
level of need of the client. Stepped care is an organisational principle of delivery 
of psychological interventions adopted within IAPT characterised by advocating 
(1) offering clients the least intensive ‗treatment‘ likely to be effective, and (2) 
using a systematic scheduled review system (i.e. using validated outcome tools) 
to ensure that the most suitable treatment is actually offered (DoH, 2008). This 
approach distinguishes five steps or levels of intervention, three of which (1 to 3) 
pertain to Primary Care (appendix 1). 
Low-Intensity (LI) interventions are treatment modalities aimed at increasing 
access to evidence-based psychological therapies in order to enhance mental 
health and wellbeing on a community-wide basis, using the minimum level of 
intervention necessary to create the maximum gain. They have been developed 
in the context of ‗patients‘ with mild to moderate psychological ‗disorders‘ to 
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enable high intensity  interventions to be reserved to ‗patients‘ with severe 
‗disorders‘ (Bennett-Levy, Richards & Farrand, 2010). Within IAPT, Low-intensity 
interventions can adopt different formats: Computerised CBT,  Pure self-help 
(e.g., bibliotherapy with CBT-based material), Guided self-help (facilitated and 
based on CBT principles),  Behavioural activation, Structured exercise and 
Psychoeducational groups (DoH, 2008).  
After reviewing eight studies, Bower, Richards and Lovell (2001) concluded that 
self-help treatments may have the potential to improve the overal cost-
effectiveness of mental health service provision. However, one RCT (Mead et al., 
2005) did not find additional benefit to ‗patients‘ on a waiting list for psychological 
therapy. Khan, Bower and Rogers (2007) synthesised qualitative studies on the 
experience of receiving self-help interventions, emphasising the need to ensure 
that the context of primary care is viewed as a suitable location for mental 
healthcare, supporting the person‘s active role required in guided self-help, and 
the importance of actively engaging with the person‘s own constructions of their 
difficulties. 
Guided self-help interventions have, however, received a number of criticisms. 
Firstly, its definition (above) denotes a strong medical, individualist and realist 
approach to psychological distress, which can be easily categorised and 
measured, and responds to the use of specific cognitive and behavioural 
techniques. Secondly, by minimising (or even replacing) the therapist‘s input, 
these interventions do not take account of the well-established evidence of the 
importance of the therapeutic relationship (Lambert & Barley, 2001). Thirdly, not 
being formulation-based interventions renders them standard interventions, of 
limited adaptation to the person receiving help. Finally, Hemmings (2008) warns 
about the risks inherent to the use of potent CBT techniques (e.g. downward 
arrow) by low intensity CBT therapists, without the sensitivity achieved by a more 
thorough training.   
 1.4.3. Group Low Intensity CBT interventions 
The current approach to mental healthcare delivery and growing pressure to 
increase throughput at minimum cost has seen Cognitive-Behavioural group 
therapy (CBGT) as a suitable modality, as it has proven a time-limited, efficient 
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and cost-effective intervention. CBGT can be deemed a low intensity intervention 
in that a single therapist can ‗treat‘ up to four times as many ‗patients‘ in the same 
number of hours compared with individual therapy (Söchting, Wilson, & De 
Gagné, 2010). Therefore, large group psycho-educational interventions could be 
increasingly used as a method of delivering low intensity treatments within a 
stepped care model of the treatment of ‗depression‘ (Dowrick et al., 2000) and 
‗anxiety disorders‘ (Houghton & Saxon, 2007). 
Low Intensity group interventions are widely used across IAPT sites. However, it 
is not clear whether its effectiveness is due to specific factors (e.g. 
psychoeducation and techniques) or nonspecific ones (e.g. group processes, 
rapport or satisfaction with therapy). A group process is the ‗here-and-now‘ 
interaction between group members, therapist and group itself (Yalom, 1995). 
Although some authors distinguish between ―structured‖ (among which CBT is 
included) and ―process‖ groups, Bieling, McCabe and Anthony (2006) state that 
group process factors in CBT groups are recognised by ‗patients‘ as important to 
the therapeutic experience. Oei and Shuttlewood (1997) concluded that specific 
factors (e.g., automatic thoughts and dysfunctional attitudes) contributed more 
than non-specific ones (such as satisfaction with therapy or client evaluation of 
the therapist) to the participants‘ benefit in a CBT group intervention for 
‗depression‘. However, they did not consider group processes, the impact of 
which might have been ascribed to the specific factors. 
Although group-based LI interventions are just one modality of delivering LI CBT, 
they are widely used due to their cost-effectiveness and, therefore, likely to be 
used with non-English speakers. However, this modality presents a number of 
challenges, such as working with co-morbidity, suitability of ‗patients‘ and 
expectations about the group. In addition, working across cultures may bring 
further complexities, as for some cultures privacy and shame may play a large 
role in their approach to psychological distress (Sochting, Wilson, & De Gagné, 
2010). Whilst guidance on working with the Black and Minority Ethnic (BME) 
population exists within IAPT (DoH, 2009), this is limited to theoretical principles 
and does not contain practical advice as to required cultural adaptation of 
interventions. 
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2. Latinos2 
 
2.1. ‗Latino culture‘ and CBT3 
 2.1.1. „Latino culture‟: characteristics and views on mental health 
It is important to highlight the overgeneralisation inherent in discussing aspects 
that have been suggested as distinctive of the so-called ‗Latino culture‘. Latin 
America is a vast geographical region spanning over half the American continent. 
Despite remarkable similarities among the countries it comprises (e.g. in history, 
language, cuisine), its size, ethnic diversity and other idiosyncrasies (e.g. in 
religious beliefs, traditions, norms) make it difficult to talk about a homogeneous 
‗Latino culture‘. Finally, Latino values, normative behaviours, beliefs and 
explanatory models of illness vary considerably among individuals. This variation, 
therefore, will reduce any feature portrayed as characteristic of Latinos to a mere 
stereotype which may not hold true for many individuals from this collective. 
However, previous research has focused on the ‗Latino culture‘ as a cluster of 
common normative, behavioural and psychological traits among people from 
these countries in comparison to Western nations, mainly the US. Thus, Hofstede 
(2001) describes Latinos as characterised by: 
- High Uncertainty Avoidance: seeking thorough information before making 
decisions; 
- High Deference to Power: easily deferential to authority, offering little or no 
resistance; 
- High Masculinity: men hold authority; 
- Collectivism: valuing the group over their own well-being, which leads 
Latinos to value cooperation more than competition. 
Ardila-Espinel (1982) adds two more defining characteristics of the Latino culture:  
                                               
2
 Following Torres-Rivera (2004), the term Latino is used throughout this work as it is an inclusive 
term used by people of Latin/Hispanic descent to empower themselves. It is also preferred by 
more liberal, politically correct people as it affirms their native pre-Hispanic identity. 
3
 This section draws heavily on research conducted in the US, as it is there where most literature 
on working with Latinos has been produced. 
Low Intensity CBT and Latinos in the UK                                                          Introduction 
 
13 
 
- Evaluation criteria: being a person-centred culture, a sense of belonging 
and acceptance within the community are prioritised over individual 
(economic) achievements. 
- Concept and use of time: Latinos place emphasis on living and enjoying 
the present rather than thinking about the future.   
Another aspect to consider is the community perception of ‗mental illness‘ among 
Latinos as it informs discourses on help-seeking behaviour. Much has been 
written about the predominance of magical and religious explanations for this. 
Comas-Díaz (2006) gives a throrough account of the diverse healing knowledges 
common among the vast array of people making up the ‗Latino culture‘. She 
analyses Latino ethnic psychology, characterised by three elements (i.e., 
contextualism, interconnectedness and magical realism) which inform their 
healing practices. In doing so, she focuses on the interplay between spirituality, 
myths and language in providing an explanation of distress and unusual 
behaviour. Further to that, research on Latino folk healing depicts the use of 
herbalists and healers (Zacharias, 2006) and witchcraft (Applewhite, 1995), as 
common among Latinos.   
There is contradictory evidence on the stigma of mental illness among Latinos. 
Some studies (e.g., Alvidrez, 1999) point at a higher prevalence of negative 
views on mental illness and a tendency not to disclose it among low-income 
Latinos. However, Peluso and Blay (2004) found no significant differences in 
perceptions of mental illness between Latinos and other developed countries. 
Furthermore, they identified a tendency to share Western medical model values 
(e.g., physicians and psychologists were recommended and psychological 
therapy is esteemed, whereas spiritual and religious help is seldom 
recommended) and few signs of the presence of elements originating from 
traditional medicine or the magical-religious aspects. Higher levels of education 
and SES were associated with positive attitudes to ‗mental illness‘. Interestingly, 
problems such as depression or alcoholism were not regarded as mental illness.  
Lastly, research has shown disproportionate levels of ‗psychopathology‘ among 
Latino migrants in the US. This has been ascribed to the levels of deprivation in 
which a large proportion of this population lives (Organista, 2006). The literature 
describes the ‗Latino psychopathology‘, including both ‗universal categories‘ as 
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well as specific idioms of distress, such as ataque de nervios (nervous attack) or 
susto (scare) (López & Guarnaccia, 2000). Whilst there are concerns about the 
use of these ‗culture-bound syndromes‘ (above), they tend to describe difficulties 
this population experiences, using names familiar to them.  
 2.1.2. Latino culture and psychotherapy research 
The characteristics above should inform the way in which therapeutic work with 
Latinos could be carried out as they influence a person‘s acceptability of a self-
management approach: the way they relate to the professionals as people in 
authority; limitations of change according to culturally sanctioned roles (e.g. 
gender roles); and their values and appropriate goals to move towards (e.g., 
assertiveness and family). Equally, the importance of others around the person 
(and their opinions about them) and Latinos‘ general present-oriented mind frame 
may influence the way they think about goals for intervention.  
 
These characteristics, according to Ardila-Espinel (1982), have implications for 
transcultural psychotherapy. He asserts that when North Americans seek 
psychological help, they expect to receive information to take their own decisions 
and clarify behaviour criteria. Conversely, Latinos seek emotional support about 
already made decisions or behaviours they do not wish to change. The 
psychologist, therefore, is a source of information for North Americans, but a ‗new 
friend‘ and source of emotional support for Latinos.  
Further Latino values have been identified which should be considered when 
working therapeutically (Organista & Muñoz, 1996; Torres-Rivera, 2004; Interian 
& Díaz-Martínez, 2007). Aguilera, Garza and Muñoz (2010) suggest 
modifications to overcome potential clashes between these and some CBT 
techniques: 
- Familismo (familism): strong attachment to and loyalty for one‘s family, 
which takes priority over own wellbeing. Therapeutic work needs to 
respect the importance of one‘s family (e.g., by scheduling pleasurable 
activities including them or reframing ‗self-care as necessary to care for 
one‘s family‘). 
- Spirituality/religious beliefs: the presence of religious beliefs and practice 
is stronger than in Western societies (with Catholicism being the 
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predominant religion). Religious views need to be included in formulation, 
as they are deeply entrenched in the Latino culture (e.g., coping 
strategies, norms and illness models).  
- Fatalismo, or belief that problems cannot be changed, is a barrier to CBT‘s 
problem-solving approach. A clear rationale for behavioural and cognitive 
techniques is necessary to overcome this obstacle, which, as a strong 
historico-cultural discourse, will be, however, difficult to surpass. 
- Formalismo (tendency to use a certain degree of formality) and respeto 
(showing respect for people who are older or in authority) are two values 
that rule interpersonal interactions among Latinos, which are relevant in 
terms of engaging the client. The expectation of simpatía ("kindness") 
emphasizes the importance of being polite and pleasant, and supposes a 
challenge to confrontation in therapy (e.g., limit-setting or cognitive 
restructuring) which will need to be done subtly.  
- An expectation of desahogo (relief) makes it necessary to tone down 
CBT‘s directive and psychoeducational nature to enable clients to ‗get 
things off their chests‘.   
- A vast popular wisdom in refranes (sayings) should be used as a means of 
validating CBT techniques, as many are supported by sayings commonly 
quoted among Latinos. This requires a considerable knowledge of the 
culture. 
- Cognitive techniques present a challenge when working with people with 
multiple psychosocial stressors and limited educational attainment. 
Ensuring understanding, validating the client‘s viewpoint and a tentative 
approach to change are paramount for a successful outcome.  
Due to the deferential attitude common among Latinos, it has been suggested 
that a collaborative approach may need to be replaced by a more directive one, 
where therapist and client occupy clearly defined roles (Interian & Díaz-Martínez, 
2007). 
Organista (2006) points out that little CBT outcome research has been conducted 
including Latino participants in the US. Miranda et al. (2005) summarise several 
studies with Latinos which have applied the modifications above, yielding positive 
outcomes. An RCT comparing interpersonal psychotherapy (IPT) and CBT with 
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Latino adolescents with ‗depression‘ found superiority of the former modality, 
which might be especially congruent with Latino cultural values (Roselló & 
Bernal, 1999). Miranda, Azocar, Organista, Dwyer and Areane (2003) compared 
a CBT group intervention alone and the same therapy supplemented by clinical 
case management (i.e., support by social worker with housing, employment and 
recreation difficulties) with impoverished ‗patients‘ in primary care. They found 
that the enhanced intervention led to a further reduction of depressive symptoms 
and higher treatment completion rates among Latinos, highlighting the 
importance of further material support in the engagement in therapy.  However, 
despite this apparent success in culturally adapting mainstream psychotherapy, 
the individualistic values underlying Western forms of healing do not necessarily 
translate into healing for collectivistic Latinos (Comas-Díaz, 2006). 
Furthermore, whilst a number of studies focus on the effectiveness of CBT with 
Latinos using quantitative data, no qualitative studies have been conducted on 
the clients‘ experience of receiving it. These could inform us of what are the 
elements that contribute to the effect of these interventions. A review of 
qualitative work on views on mental health among Latinos in the US (Martínez-
Pincay & Guarnaccia, 2007) focused on their views of mental health, specifically 
on depression, and attitudes towards seeking professional help (preferring talking 
therapies over medication). However, it did not include reflections on specific 
therapeutic approaches. Furthermore, Organista (2006) asserts that there is no 
evidence of superiority of some forms of therapy over others when working with 
Latinos. 
 
2.2. Latinos in the UK 
2.2.1. Evolution of Latino migration to the UK 
The migratory landscape between Latino countries and the UK has varied 
significantly throughout the years. Despite evidence of previous migratory 
movement, the first significant wave of migration followed the establishment of 
military dictatorships in Chile and Argentina in the 1960s and 1970s (McIlwaine, 
2007). This first wave of political dissidents of the ‗elite‘ of these countries, 
especially Chile (Bermúdez-Torres, 2003) was followed by people displaced by 
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conflict, mainly due to the Colombian guerrilla warfare (Carlisle, 2006) in the 
1980s. More recently, many migrants have escaped economic crises in countries 
like Ecuador (1990s) or Argentina and Brazil (after 2000), seeking better 
opportunities and arriving in the UK as a result of the work permit system, to 
occupy low paid unskilled jobs. The introduction of the visa system in 1997, 
limitation in asylum claiming, and further tightening of entry requirements have 
reduced the volume of asylum applications, although many Latinos are choosing 
to enter the UK illegally (McIlwaine, 2007). Although the US and Spain have 
traditionally been the first choice for Latino migrants, changes in American 
immigration policies following the 9/11 terrorist attacks have diverted Latino 
migration towards Europe (Carlisle, 2006), where, more recently, the current 
crisis hitting most countries, especially Spain, has forced higher volumes of 
people to move to the UK. Finally, the latest changes in immigration policy (i.e., 
highly skilled migrant scheme) have led to an increase of Latinos coming to the 
UK to undertake further education (McIlwaine, 2007).          
2.2.2. Numbers of Latinos in London 
A major obstacle in ascertaining the number of Latinos in the UK is their 
‗invisibility‘, as they are not a separate category in ethnic group classifications 
(Linneker & McIllwaine, 2011). This, together with the high proportion of 
undocumented Latinos, generates statistics about the size of this population 
which range widely (Carlisle, 2006). The Foreign and Commonwealth Office 
(2007) estimates that between 700,000 to 1,000,000 Latinos are visiting or living 
in the UK at any one time. 
McIlwaine, Cock and Linneker (2011) summarise the most comprehensive 
account (in 2008) of the Latino community in London since the 2001 census, 
estimating its size as 113,500 (including irregular and second generation 
immigrants). The largest national groups by country of birth are Brazilians, 
followed by Colombians and Ecuadorians. Compared to the 2001 Census 
estimate (Linneker & McIllwaine, 2011), the growth in the Latino population of 
London has more than tripled over the period to 2008, making it one of the fastest 
growing migrant groups in the capital. This makes the community a significant 
part of the city‘s population, comparable in size to other large migrant and ethnic 
groups (e.g. Polish and Chinese) and approximately two-thirds the estimated size 
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of the Bangladeshi and Pakistani ethnic groups (GLA, 2008). A current estimate 
for the UK Latino population of 186,500 suggests that 61 per cent of the UK 
Latino population resides in London. 
It has been argued that official census figures for Britain have tended to 
underestimate the number of Spanish-speaking Latinos in London (Block, 2008). 
Unofficial estimates suggest higher numbers than those presented above, which 
are corroborated by embassy officials and representatives from migrant 
organisations (McIlwaine, 2007). 
2.2.3. The life of Latinos in London 
A sort of vicious circle has been established whereby not being officially 
monitored (Carlisle, 2006) and the lack of research carried out with the Spanish-
speaking Latino population in London (Block, 2008) contribute to keeping them 
marginalised from public services and mainstream society. In turn, this 
marginalisation makes it more unlikely that Latinos in London strive to reach 
positions of influence in society, perpetuating their experiences of deprivation and 
exclusion. 
McIlwaine (2007) identified a poor command of the English language and their 
illegal status, as the two most commonly cited problems among Latino migrants 
in London:  
- Despite their motivation to learn the language, a number of factors (e.g., costly 
or low-quality classes, need to work long and fragmented hours and childcare) 
impede their progress to a fluent level. Socialising with other Latinos was a 
further obstacle to improving their English. A poor command of the language 
affects their access to services which do not offer interpreting facilities 
(McIlwaine, Cock, & Linneker, 2011). 
- Their immigration status dominates the lives of many Latinos, curtailing their 
opportunities for employment and recreation, making it easier to be exploited at 
work, especially if undocumented. As a result, many people live in a constant 
state of fear and dependent on rumour (McIlwaine, 2007). 
Discrimination was a direct consequence of the difficulties described above. 
Paradoxically, people reported being discriminated against often by their 
compatriots, whilst English people treated them well. Almost 40 per cent of 
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working Latinos experience workplace abuse, including having payments 
withheld (22 per cent of those working) and verbal abuse (14 per cent). 
Household incomes substantially below the UK average make them cope with 
economic vulnerability in a range of ways, including borrowing and saving, and 
render them more vulnerable to the global financial crisis (McIlwaine, Cock & 
Linneker, 2011). 
Living conditions are a further difficulty many Latinos in London face. Limited 
access to social housing (16 per cent) due to ineligibility because of their 
immigration status forces nearly two-thirds to live in private rented 
accommodation, much of which is low quality or inadequate (45 per cent) 
(McIlwaine, Cock & Linneker, 2011). 
Among women, the threat of deportation, physical abuse and lack of childcare 
support or benefits combine to create almost insurmountable obstacles to 
meeting their practical needs and, hence, their strategic interests. Both their 
immigrant status and their gender make women the target of discrimination 
(Carlisle, 2006). 
Despite these problems, a considerable number of Latinos still migrate to the UK 
in the knowledge of the opportunities available, in terms of freedom and 
protection, education and healthcare, which they do not have in their countries of 
origin. This makes them endure incredibly precarious situations (McIlwaine, 
2007). 
2.2.4. Limitations of previous research 
A considerable volume of research on the use of CBT with Latinos, mostly in the 
US, suggests that this approach is beneficial to this population. However, no such 
research has been conducted in the UK, where there is only limited evidence that 
the BME population find this approach beneficial (Clark et al., 2009) and incipient 
research into adaptations of the CBT model to suit other ethnic minorities 
(Naeem, Ayub, Gobbi & Kingdon, 2009). Whilst there are commonalities between 
Latino migrants in the US and the UK (e.g. low SES, acculturative stress, 
migration experience, marginalisation), differences also exist which may make 
these findings non-generalisable. Some of these are: the Latino population size 
(13 per cent of the American population, but only 0.4 per cent of the British 
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population); countries of origin (72 per cent of Latinos in the US are from North 
and Central American countries, whereas the bulk of the Latino population in the 
UK come from the South American subcontinent); the establishment of the Latino 
communities in both countries, widely spread throughout the US (where up to 50 
per cent of the general population speaks Spanish), but considerably less so in 
the UK (Organista, 2006). This has had an effect on the provision of statutory 
services specific to, or adapted to, the needs of this community in the US, but a 
far less extended initiative in the UK, where most support is provided by voluntary 
organisations. Other political aspects that should be borne in mind are the 
existence of a National Health Service in the UK but not in the US, or differences 
in immigration systems in both countries. 
Two further aspects to emphasise are, firstly, that the body of research on CBT 
and Latinos in the US seems to consider this population as a homogeneous 
collective, which has led to adaptations based on stereotypical conceptualisations 
of Latinos. Secondly, there is also a lack of research comparing standard and 
culturally-adapted CBT interventions with the same group.   
2.2.5. Migration 
A characteristic that all Latinos in the US and the UK share is migration. 
Individual experiences vary depending on the circumstances leading to leaving 
one‘s country (e.g. political persecution, war, economic hardship). However, the 
process of international migration usually involves not only leaving social 
networks behind, but also experiencing at first a sense of loss, dislocation, 
alienation and isolation, which will lead to a process of acculturation (Bhugra, 
2004). Concepts such as culture shock, conflict and bereavement have been 
used to name reactions to this usually difficult transition (Bhugra, Wojcik & Gupta, 
2011).     
This acculturative stress, reinforced also by other circumstances (e.g., lack of 
social support, poverty, poor housing, marginalisation and victimisation) has been 
conceptualised as ‗anxiety‘ and ‗depression‘ in Latino immigrants (Revollo, 
Qureshi, Collazos, Valero & Casas, 2011). Different terms have been given to 
what seems to be a normal reaction to an experience of hardship and 
helplessness (Pilgrim & Bentall, 1999). In Spain, Achotegui (2008) coined the 
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term Ulysses‟ syndrome to refer to the ‗chronic and multiple stress‘ commonly 
experienced by Latino and North-African migrants.  
It is important, however, to consider that the beliefs migrants carry with them 
influence their idioms of distress, how they express ‗symptoms‘ and their help-
seeking behaviour (Bhugra, 2004). Inappropriate diagnoses of post-traumatic 
stress, psychotic and mood disorders have been made in people of non-Western 
backgrounds when clinicians ignore cultural differences in the expression of grief.  
The misdiagnosis and subsequent inappropriate treatment will at best not 
address the issue for the affected person and, at worst, cause harm (Bhugra & 
Becker, 2005). Help can only be provided to migrant communities by taking into 
account the culturally sanctioned ways in which they express distress.  
3. Anxiety deconstructed  
Anxiety is commonly described as the body‘s adaptive cognitive, behavioural and 
physiological response to a threatening situation (e.g., Kennerley, 1997). A range 
of anxiety ‗disorders‘ have been included in psychiatric diagnostic classifications 
describing different ways in which this response becomes maladaptive 
generating distress to the individual. These 'disorders‘ are usually referred to as 
‗common mental health problems‘ due to their relatively high prevalence 
(Krueger, 1999). However, a large volume of literature has been produced 
questioning the use of psychiatric labels (Pilgrim, 2000), and highlighting their 
stigmatising effect, especially when working with ethnic minorities (Corrigan, 
2007). 
Whilst some aspects of emotion are considered human universals, there are 
several sources of cultural variation in emotion practices. As a result, the 
expression of anxiety may be mediated by beliefs, values and social practices 
that support and allow what is moral, imperative and desirable (Varela & Hensley-
Maloney, 2009). 
As shown above, anxiety amongst migrants occurs in the context of 
socioeconomic deprivation and inability to exert change in one‘s situation. Hagan 
and Smail (1997) formulate how distance to power sources is usually the basis of 
psychological distress. As a merely descriptive tool, diagnosis decontextualises 
the individual‘s distress, failing to account for environmental circumstances 
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usually generating or maintaining it. Following this argument, it has been 
contested that, rather than individual interventions, a Community Development 
(CD) approach should be adopted with disadvantaged people. CD focuses on 
improving well-being by addressing economic, social and environmental factors, 
with a commitment to equality and empowerment (Thomas, Bracken & Yasmeen, 
2007). 
High comorbidity rates between ‗anxiety‘ and ‗depression‘ (Löwe, Spitzer, 
Williams, Mussell, Schellberg & Kroenke, 2008b) cast doubts about the validity of 
these categories (Pilgrim & Bentall, 1999). Furthermore, the rigidity imposed by 
the numerous ‗anxiety disorders‘ has led to the development of a transdiagnostic 
approach within CBT. This approach focuses on the commonalities across the 
different ‗anxiety disorders‘, i.e., overestimation of threat, heightened 
physiological arousal, and behavioural avoidance (McManus, Shafran, & Cooper, 
2010). There is evidence of the effectiveness of transdiagnostic group 
interventions on anxiety (Norton, 2008). 
Despite this critique, mainstream psychological interventions tend to be 
diagnostic-specific. There is, therefore, a need to prove whether this is a useful 
approach to the psychological distress experienced by migrants from different 
cultural backgrounds. 
4. Summary 
In recent years cultural factors have been increasingly recognised in mental 
health research and practice, leading to their inclusion in diagnostic 
classifications and therapeutic models (Marsella & Yamada, 2007). However, this 
has been challenged. Arguments have been raised for and against adapting 
western psychological interventions to make them suitable to people from 
different cultural backgrounds. Research carried out mainly in the US describes 
the adaptation of evidence-based practices (mainly CBT) to the Latino 
community, 13 per cent of its population (Organista, 2006).  
In the UK, the evidence-based movement has materialised in IAPT, a 
governmental initiative aimed at delivering evidence-based interventions, 
especially CBT, in primary care to people experiencing ‗common mental health 
problems‘ such as anxiety and depression (Clark, Layard, Smithies, Richards, 
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Suckling, & Wright, 2009). Adopting a stepped care approach, CBT interventions 
are delivered at low and high intensity. However, no research has been 
conducted on the effectiveness of these approaches with people from the 
different ethnic minorities that make up British society (Rathod & Kingdon, 2009). 
Such research would enable us to ascertain whether this therapeutic framework 
is understandable and what modifications are necessary for a better fit.  
Despite their similarities, demographic, political and socioeconomic differences 
between the Latino populations in the US and the UK may limit the 
generalisability of the research findings obtained in the US.  
5. This study 
5.1. Justification for this research 
It seems important to evaluate whether mainstream psychological interventions 
offered within the NHS are effective and meaningful to people who may not share 
the same western values. This research could inform decisions as to the 
adaptation of the interventions on offer or the delivery of alternative approaches. 
The absence of previous research in the UK warrants conducting a pilot study 
which may guide further research in this area.    
5.2. Research questions 
Because of the limitations of previous research, this study aims to ascertain 
whether a standard (i.e., non-culturally adapted) ‗low intensity‘ (LI) CBT 
intervention in group format delivered in Spanish to first generation Latino 
migrants:  
- is effective (i.e., reduces the level of anxiety experienced by the participants, as 
measured by standardised self-report measures).   
- is meaningful to the participants (i.e., fits with their previous understanding), as 
well as what elements make it beneficial, by means of a focus group discussion 
at the end of the intervention and individual questions to the participants after 
each session, respectively.  
These two questions warrant adopting a mixed methods approach, using both 
quantitative and qualitative data (Creswell & Plano Clark, 2007, p. 20). Further 
detail as to how this was implemented follows in the Method chapter. The reader 
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is also referred to page 82, where the topic of effective versus meaningful is dealt 
with. 
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METHODOLOGY 
 
This section begins by explaining the author‘s epistemological stance, rationale 
for and strategy followed in implementing a mixed-methods approach. It 
continues with a description of the research design and the processes involved in 
the recruitment of participants, the preparation of material and the delivery of the 
intervention, data collection and analysis. The chapter concludes giving 
consideration to the ethical aspects of the research, quality of the instruments 
used and the rationale for data analysis (both statistical tests and thematic 
analysis).  
 
6. Epistemological approach and Mixed-methods 
6.1. Epistemological stance  
Critical realism is an epistemological standpoint that lies between 
positivism/realism and constructionism (Pilgrim & Bentall, 1999). It acknowledges 
the contributions of differing perspectives but at the same time recognises these 
provide only a partial explanation of the object of study, constrained by their 
individual context and methods (Middleton, 2007). It states that, rather than 
reality, it is our theories of reality and the methodological priorities we deploy to 
investigate it that are socially constructed (Pilgrim & Bentall, 1999). 
Several reasons make Critical Realism a suitable epistemological standpoint from 
which to address the present research topic. Firstly, it provides a coherent 
framework for evaluation research that is based on the understanding of causal 
mechanisms (McEvoy & Richards, 2003). Secondly, it allows us to acknowledge 
the material-discursive-intrapsychic concomitants of experiences constructed as 
distress (e.g., ‘anxiety‘ or ‗depression‘), without privileging one level of analysis 
above the other (Ussher, 2010) and conceptualizing them as mediated by culture, 
language and politics (Bhaskar, 1989). Thirdly, this approach is well suited to 
frontline services seeking to use evidence-based interventions as it allows a deep  
understanding of routine clinical practice and adds depth to policy analysis 
(McEvoy & Richards, 2003), It is, lastly, well suited to research on CBT 
effectiveness (Harper, 2012).   
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6.2. Rationale for a mixed-methods approach  
Acknowledging an indirect relationship between data and reality, a Critical Realist 
approach highlights the need for further enquiries, drawing on other types of 
evidence (Harper, 2012). This makes it fit neatly with a pragmatic standpoint, 
focused on the consequences of research and the question asked rather than the 
methods used. This is a pluralistic worldview, oriented towards ―what works‖ and 
practice (Creswell & Plano Clark, 2007, p. 23). 
Rather than abiding by previous concerns about untenable combinations of 
research methods (e.g., Guba & Lincoln, 1988), Pragmatism emphasises that all 
human inquiry involves imagination and interpretation, intentions and values, but 
must also be grounded on empirical, embodied experience (Yardley & Bishop, 
2008). This stance embraces the use of both qualitative and quantitative data in 
an attempt to answer questions like the ones in the present study. A mixed-
method approach capitalises on the strengths of quantitative and qualitative 
methods to offset the weaknesses associated with both. Whereas quantitative 
data produce information generalisable at the cost of the nuances and context of 
experiences, qualitative research is sensitive to the latter, sacrificing its 
generalisability (Creswell & Plano Clark, 2007). 
Most the research undertaken on the effectiveness of interventions is 
quantitative, based on the use of standardised questionnaires. Therefore, to 
compare the results of this study with previous work, it seems appropriate to 
adopt a similar approach. Additionally, to ascertain how participants make sense 
of the content facilitated and what elements contribute to the overall effect of the 
intervention, qualitative evidence should be sought. Therefore, a mixed-methods 
study seems the most suitable approach as it comprehensively addresses both 
aims of this study (Creswell & Plano Clark, 2007, p. 33). 
 
6.3. Strategy for implementing a mixed-methods approach  
When using mixed-methods, different aspects of the use of both datasets need to 
be considered. These are timing, weighting and mixing of the information 
gathered in order to answer the questions posed in a meaningful manner. 
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Creswell and Plano Clark (2007) categorise mixed-methods designs into different 
variants according to these considerations. 
Following such categorisation, the present study can be conceptualised as a 
Triangulation Design. This describes a one-phase mixed-methods design in 
which quantitative and qualitative methods are implemented during the same 
timeframe and with equal weight. Of the four variants of Triangulation Creswell 
and Plano Clark (2007) suggest, the present study could be categorised as 
Convergence model. This is the traditional model of a mixed-methods 
triangulation design, in which quantitative and qualitative data are collected and 
analysed separately and then converged during the interpretation (i.e., compared 
and contrasted). This model provides a well-substantiated conclusion about the 
phenomenon under study.   
The strengths of the Triangulation design are its intuitive nature and the efficiency 
of collecting both datasets concurrently and analysing them separately. However, 
giving equal weight to both types of data at the interpretation stage can be 
challenging, especially when the results do not coincide. It is important to 
consider the different sample sizes of both datasets (Creswell and Plano Clark, 
2007).   
7. Research Design  
This pilot study consists of two different elements, a quantitative and a qualitative 
one, aimed at answering the questions posed about the effectiveness and 
meaning of the intervention respectively.  
The quantitative part aims to draw intrasubject comparisons between the scores 
obtained during three different stages of their participation: 
- Waitlist/control phase: participants were recruited leaving a period of up to 
4 weeks prior to the beginning of the intervention. During this phase, they 
were asked to complete several questionnaires (page 33) on a weekly 
basis.  
- Intervention phase: the intervention took place over a four-week period 
during which participants re-completed the questionnaires prior to 
attending their weekly session. 
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- Follow-up phase: participants completed the same questionnaires six 
weeks after the end of the intervention.     
This design enabled every participant to be their own control. 
The qualitative part consisted of two focus groups. The participants were invited 
to attend in order to discuss their views about the workshop. This part also 
included analysis of the most important elements of the intervention, as 
highlighted by the participants at the end of each session. 
8. Intervention 
The author aimed to compile a programme covering transdiagnostic aspects of 
the constructs of anxiety and worry (i.e., physiological arousal, behavioural 
avoidance, cognitive biases), without focusing on specific diagnostic categories. 
The intervention was facilitated in Spanish to cater for those people who felt their 
level of English was an obstacle to participating in a conversation on the topic.  
Following similar programmes offered by several IAPT services, it was originally 
decided to devise a schedule of six one-hour sessions. However, in order to 
maximise attendance at all the sessions, it was subsequently reduced to four 90-
minute sessions. Thus, every session was conceived as independent from the 
rest in order to be understandable despite failure to attend a previous session. 
The programme was intended to reflect the CBT conceptualisation of anxiety 
(e.g., Kennerley, 1997) and help participants familiarise themselves with and 
practise techniques and principles that this model suggests as effective. The 
focus of the sessions was: 
1st session (introduction and CBT model) → definitions of anxiety and worry, 
physiology of the anxiety response and explanation of the CBT model 
2nd session (physiology) → arousal reduction techniques : relaxation techniques 
(diaphragmatic breathing, visualisation and progressive muscle relaxation). 
3rd session (behaviour) → graded exposure and behavioural activation, sleep 
hygiene and community services offering relevant activities/support.  
4th session (cognition) → worry management and thought challenging.  
In addition, every session ended with a suggested homework task aimed at 
putting the principles discussed into practice. These were: 
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1st session: identifying behavioural, cognitive and emotional aspects of a case 
example of panic attack. 
2nd session: practising a relaxation technique using the CD given. 
3rd session: identifying an area of avoidance the participant wants to work on 
and building an exposure hierarchy.  
4th session: completing a ‗thought record‘ focusing on cognitive biases as shown 
during the session.  
8.1. Material 
8.1.1. Development of the material 
The intervention comprised audiovisual and printed material. This was based on 
self-help booklets accessible online (e.g., Northumberland Tyne & Wear Mental 
Health Foundation Trust, n.d.), in printed format (Dugas & Robichaud, 2007; 
Williams, 2003) and material gathered from four IAPT services offering group 
interventions on anxiety and stress management, which kindly shared their 
programmes for the purpose of this study. This material was translated into 
Spanish and formatted as a Microsoft Powerpoint presentation. Further material 
in Spanish (e.g., on relaxation script and principles of exposure) was accessed 
online from different sites and used as handouts for the participants. Additionally, 
a 20-minute relaxation CD was recorded with a Spanish script of progressive 
muscle relaxation read with New Age music and beach sounds as background. 
Copies of this recording were given to the participants after the session. Further 
audiovisual material was used as part of the sessions (e.g., online video on 
attentional biases).   
8.1.2. Validity of the material 
Once the material for the intervention had been developed, an outline in English 
(appendix 2) was sent to four qualified LI CBT therapists. Their views were 
requested about the length and structure of the programme, whether it reflected a 
‗guided self-help‘ approach and to highlight any lacking or irrelevant aspects. 
Feedback was received from three of the people approached, which confirmed 
the validity of the material as a LI intervention and suggested modifications in 
length and focus, which were made accordingly.  
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8.2. Facilitation 
The intervention was facilitated by the author, a former LI CBT Therapist 
(Postgraduate Certificate in Primary Care Mental Health) with previous 
experience facilitating individual and group support at this level.  
To cater for those interested in participating, two slots were arranged on two 
different days and times (i.e., a weekday afternoon and a weekend morning). 
Participants‘ availability and limited access to a suitable room were considered 
when deciding these. Participants were assigned to the groups, which did not 
exceed ten people each. Both groups were facilitated by the author in order to 
provide a homogenous intervention. 
The sessions took place in the premises of a well-established collaborating 
organisation catering for Latinos and based in an area of South London with a 
large Latino population. 
The sessions aimed to strike a balance between theory and practice, 
encouraging group and pair discussion and practical exercises. Participants 
followed the discussion helped by the overhead presentation, of which they were 
given handouts (appendix 3).  
Using Spanish as vehicular language, participants‘ difficulty to complete the 
suggested inter-session tasks and other adjustments made (e.g., using 
Spanish/Latino sayings) made it difficult to ensure that the workshop was a 
legitimate LI intervention. Following the programme, which had been structured 
following other LI group interventions and self-help material and evaluated by a 
number of qualified LI therapists (as discussed in page 28) was the best way to 
ensure the LI nature of this intervention.   
9. Participants 
9.1. Recruitment 
It was felt that recruiting participants from statutory services would incur a bias as 
people accessing these services are likely to be more able to communicate in 
English and might have spent more time in the UK than those using community-
specific organisations. Therefore, participants in this study were recruited from 
the voluntary sector.  
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Recruitment took place over a six-week period in May-June 2011. A range of 
London-based organisations catering for Latinos and for migrants in general were 
contacted and sent information about the project in order to consider whether 
they could help to recruit participants. The Latino-specific charities contacted 
included those providing generic support (e.g. legal, housing and employment 
advice) and more specific ones (e.g. health awareness, spiritual/religious care or 
women-specific organisations). Some organisations agreed to support the project 
by promoting it among their service users with posters (appendix 4) and 
discussing it with people interested.  
Other organisations agreed for the researcher himself to promote the intervention 
among the attendees at their activities and courses. The researcher attended 
some activities provided at one of the organisations on different days and times 
(e.g., English classes, groups for mothers and children) to maximise the range 
and number of possible participants. 
Participants constituted a convenience sample formed by people who responded 
to the promotion of the intervention. This was by contacting the researcher on the 
phone or in person at the organisation or leaving their contact details with the 
collaborating agencies‘ staff. Efforts were made to recruit a diverse group of 
people (in terms of age and gender). Those interested were contacted and invited 
to attend an initial meeting with the researcher (see consent section for details of 
this meeting). 
In excess of 20 people were initially approached to arrange two groups of up to 
10 participants each as an attempt to minimise an excessive dropout that 
endangered the validity of the pre-post comparisons. 
9.2. Inclusion/exclusion criteria 
Participants were: 
- first generation adult (18 years and above) Latino migrants currently 
residing in London who had lived in Latin America a minimum of 10 years; 
and 
- Currently experiencing or with past experience of high levels of anxiety, 
and/or were interested in learning techniques to manage it; and 
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- Interested in participating in a group programme and able to attend all 
sessions. 
People were not included if: 
- they expressed self-harm ideation, in which case they were signposted to 
more suitable services; or, 
- they were unwilling to participate in a group intervention and were seeking 
individual support; or,  
- currently receiving therapy. 
 
10. Ethical approval 
Ethical approval was obtained from the University of East London School of 
Psychology (see appendix 5). No further approval was deemed necessary (e.g. 
NHS Ethics Committee) as no participants were recruited via the NHS.  
11. Ethical issues  
11.1. Consent  
An individual session was arranged with people interested in participating. During 
this session details of the intervention, intended benefits for the Latino community 
(i.e., improving the care offered to them) and expected impact on individual 
participants were discussed. The concerns of those interested were discussed as 
well as the expectation of their active involvement in the intervention (e.g. inter-
session tasks). 
Researcher and potential participants reviewed the Participant Information Sheet 
(appendix 6), and discussed participants‘ concerns. Those willing to take part 
were asked to sign the Informed Consent Form (appendix 7). The forms 
comprised information about both parts of the study (i.e., questionnaire 
completion and attendance at focus group), following the National Research 
Ethics Service‘s (2009) recommendations. It was emphasised, however, that 
participants could withdraw at any time without giving reasons to do so and this 
would not affect the attention they received from their referring organisations.  
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 11.2. Confidentiality  
Participants were assured anonymity. A unique code was assigned to each 
participant, which was used throughout their involvement in the study. All 
identifying information was kept in paper format during data collection and 
separate from the rest of the data gathered. Participants‘ names were used 
during the intervention and focus group sessions; however, these were replaced 
by the participants‘ codes when these sessions were transcribed. Both internal 
and field supervisors and examiners were provided with access to anonymised 
questionnaire data and interview transcripts. 
Raw questionnaire data and transcripts were securely stored in a locked cabinet 
and on an encrypted portable USB and laptop, where they will be kept for five 
years, in accordance with the Data Protection Act (UK Parliament, 1998). 
Participants were informed that audio-recordings of the sessions would be kept 
until the thesis is successfully completed.  
11.3. Procedure for managing distress and psychological aftercare  
The likelihood that participation in this study would directly cause distress to 
participants was judged by the author to be low. However, they were informed 
they could withdraw at any time.  
Participants were also reminded at the beginning of each session that they alone 
would decide what they wanted to share with the group. Whilst relevant self-
disclosure was welcome, it was emphasised that this was not a requirement. 
Should any participant have experienced any emotional distress during the 
intervention or the focus group, this was to be managed by the researcher or they 
had the option of a referral to local Primary Care Clinical Psychology Service or 
other relevant services. This measure did not prove necessary. 
12. Clinical supervision 
Whilst facilitating the intervention, the author received regular supervision from 
his field research supervisor. This consisted of five weekly sessions where a 
range of clinical and research-related topics were discussed. Namely: 
- the author‘s concerns about managing individual participants‘ needs (e.g., 
unwittingly reinforcing participants‘ dependency); 
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- group processes and boundaries as a LI therapist; 
- attrition management and contact with people dropping out, and 
- aspects to explore during qualitative enquiry. 
This support proved invaluable during the facilitation of the groups and in thinking 
about the management of the research project. It also added validity to the 
intervention by ensuring that it was kept within the limits of Low Intensity 
interventions despite the modifications introduced (i.e., being facilitated in 
Spanish).       
13. Quantitative data collection and analysis  
13.1. Selection of questionnaires and standardised measures  
Questionnaire selection was guided by a series of considerations. Firstly, in order 
to provide data comparable to previous literature on the effectiveness of CBT 
interventions, some of the questionnaires routinely used within the IAPT 
framework were used (e.g., PHQ-9 and GAD-7). Additionally, more 
comprehensive instruments were used, such as CORE-OM. Secondly, to 
overcome the language barrier, only instruments validated in Spanish were used. 
Thirdly, instruments covering issues relevant to the question to be answered 
were included (e.g., acculturation scale). Finally, efforts were made to keep the 
numbers and length of questionnaires to be completed to a minimum in order not 
to interfere with the therapeutic nature of the intervention.  
13.1.1. Patient Health Questionnaire 9 (PHQ-9) 
The PHQ-9 (appendix 8) is a short, self-administered ‗depression‘ module of the 
Primary Care Evaluation of Mental Disorders, PRIME-MD (Spitzer, Kroenke & 
Williams, 1999). Its nine items reflect the diagnostic criteria for major depressive 
disorder in the Diagnostic and Statistical Manual Fourth Edition (DSM-IV). Its 
score ranges from zero (no depression) to 27 (severe depression). Its developers 
claim that this instrument allows the clinician to assess symptoms in order to 
make a tentative ‗depression‘ diagnosis and derive a severity score to help select 
and monitor treatment. They considered it a reliable (internal consistency α=.89) 
and valid measure of ‗depression‘, with good sensitivity (84 per cent) and 
specificity (72 per cent) (Kroenke, Spitzer & Williams, 2001).  
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However, Williams et al. (2009) highlight concerns about its psychometric 
properties, mainly due to its double-barrelled items and non-exhaustive rating 
scale categories. Two further criticisms of this scale are, firstly, as reported by 
Healy (1990), the excessive weight it gives to physical symptoms, which renders 
it vulnerable to reflect changes other than variation in affect. Secondly, due to its 
decontextualising nature (i.e., does not consider the person‘s circumstances), this 
instrument may fail to discriminate ‗depression‘ from adjustment to adverse life 
events, leading to unduly diagnosing a ‗psychiatric disorder‘. 
Various studies confirm the validity of the Spanish version of the PHQ-9 as a 
measure of ‗depression‘. Diez-Quevedo et al. (2001) used it with Spanish general 
hospital inpatients, concluding that its diagnostic validity in that population is 
comparable to the English version in primary care. Wulsin, Somoza and Heck 
(2002) deemed the Spanish version of the PHQ-9 valid to measure ‗depression‘ 
with primary care population in Honduras. Furthermore, Huang et al. (2006) used 
the Spanish version of the PHQ-9 in a study with primary care ‗patients‘ from 
Latino and other ethnic backgrounds. They concluded that it measures a 
common concept of depression and is effective for the detection and monitoring 
of ‗depression‘. 
13.1.2. Generalised Anxiety Disorder 7-item (GAD-7) Scale 
The GAD-7 (appendix 9) is a brief, self-administered ‗anxiety‘ scale. This 
instrument covers the construct of ‗generalised anxiety disorder‘ as defined by 
DSM-IV, of which it has been claimed to be a valid and efficient screening tool. It 
shows good reliability, as well as criterion, construct and factorial validity. A cut-
off point has been identified that optimizes sensitivity (89 per cent) and specificity 
(82 per cent) (Spitzer, Kroenke, Williams & Löwe, 2006). Its seven items yield a 
score range from zero (‗no anxiety‘) to 21 (‗severe anxiety‘). Like the PHQ-9, its 
depression forerunner, the GAD-7 was conceived to offer a means to make a 
tentative ‗anxiety‘ diagnosis and derive a severity score to help monitor treatment 
(Löwe et al., 2008).  
The above criticism about the PHQ-9‘s non-exhaustive rating categories also 
applies to the GAD-7. Also, its focus on a specific anxiety disorder makes it of 
limited value in assessing other anxiety presentations. Furthermore, using two 
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different scales to measure ‗anxiety‘ and ‗depression‘ reflects the widespread yet 
controversial understanding of these constructs as two independent realities 
(Pilgrim & Bentall, 1999). The high comorbidity between both constructs in 
Löwe‘s study (2008b), also manifest in this work, pose a challenge to this 
dichotomic conception.  
Two papers based on the same sample were identified which have attempted to 
validate the Spanish version of the GAD-7. García-Campayo et al. (2010) 
completed a thorough cultural adaptation of the instrument to a Spanish 
population and subsequently assessed its psychometric properties by 
administering it to 212 ‗primary care patients‘. They concluded that the scale was 
one-dimensional through factor analysis (explained variance= 72 per cent), and 
showed adequate values of sensitivity (86.8 per cent) and specificity (93.4 per 
cent) and satisfactory concurrent validity. Furthermore, Ruiz et al. (2011) 
concluded that it correlates highly with ‗specific anxiety disorders‘ and with 
disability measures.   
 
13.1.3. Clinical Outcomes in Routine Evaluation –Outcome Measure (CORE-OM) 
The CORE-OM (appendix 10) is a self-administered scale comprising 34 items 
which address domains of subjective well-being, symptoms, functioning and risk. 
Within the symptoms domain ‗item clusters‘ address anxiety, depression, physical 
problems and trauma. The functioning domain item clusters address general 
functioning, close relationships and social relationships. Items are scored on a 
five-point scale from zero (‗not at all‘) to four (‗all the time‘). Half the items focus 
on low-intensity problems (e.g. ‗I feel anxious/nervous‘) and half focus on high-
intensity problems (e.g. ‗I feel panic/terror‘) (Barkham, Gilbert, Connell, Marshall 
& Twigg, 2005). 
Evans et al. (2002) report that the scale has shown satisfactory psychometric 
properties across a range of settings, including primary care services. It shows 
good internal and test-retest reliability (0.75-0.95), and convergent validity with 
seven other instruments. Its sensitivity to ‗both low intensity and high intensity 
ranges of distress‘ (Evans, Mellor-Clark, Barkham & Mothersole, 2006) makes 
this instrument suitable to measure primary care practice, where clients show a 
considerable variation in their range of distress.  
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The only study identified which has used the Spanish version of the CORE-OM is 
Botella‘s (2006), which reflects on the use of this instrument as a routine outcome 
measure within a psychotherapeutic department.   
13.1.4. Short Acculturation Scale for Hispanics (SASH) 
The SASH allows researchers to quickly and reliably identify Hispanics who are 
low or high in acculturation. The original scale included 12 items related to three 
factors: Language Use, Media and Ethnic Social Relations. 
It has been used with respondents from a variety of Hispanic subgroups. The 
SASH shows a high reliability, with an overall coefficient alpha of .92. It has good 
construct validity, correlating highly with the respondents‘ generation (r = .65), the 
length of residence in the United States (r = .70), ethnic self-identification (r = 
.76), and the age at arrival (r = –.69) (Marín, Sabogal, VanOss Marín, Otero-
Sabogal & Pérez-Stable, 1987).  
The authors claim that the scale can be reduced to four items (covering 
‗language use‘) without sacrificing its predictive value, validity or reliability. This 
shortened version (appendix 11) was used to minimise the demands on the 
participants during first contact. 
13.1.5. Demographic questionnaire 
A form was compiled to collect participants‘ demographic data relevant to the 
study (appendix 12). This form was completed during the first meeting with the 
participants. It enquired about participants‘ age, level of education, occupation, 
time residing in the UK, country of origin, use of psychotropic medication and 
history of psychological therapy. 
13.2. Use of the questionnaires by the participants  
Participants were requested to complete questionnaires at different stages of 
their involvement in the study. During the initial conversation, when different 
aspects of the study were discussed and consent to taking part was given, 
participants completed the demographic and acculturation questionnaires. This 
was also the first time they completed the PHQ-9, GAD-7 and CORE-OM, on 
which they were supported as required (i.e., by explaining items when 
necessary). These scores were used as the initial baseline. 
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Participants were asked to complete a PHQ-9 and GAD-7 on a weekly basis 
between registration and first intervention session. These questionnaires were 
handed to the facilitator in a sealed envelope. These scores showed participants‘ 
progression during the control period.  
Prior to the first session, clients completed the CORE-OM, PHQ-9 and GAD-7 
forms, completing the latter two thereafter at the start of every session. The 
scores obtained in the first session were used as the intervention baseline. Prior 
to the focus group session, participants were asked to complete all three 
questionnaires in order to compare these scores to those obtained during the first 
session.  
Participants were also given a stamped self-addressed envelope and a further 
set of three questionnaires, identified with their unique code, which they were 
requested to complete and post back to the facilitator six weeks after the group 
had been completed. Text message reminders were sent to maximise 
questionnaire completion. These scores were used as follow-up data.       
13.3. Analysis of questionnaire data  
Quantitative data gathered from the PHQ-9, GAD-7 and CORE-OM forms 
completed by the participants was analysed using the statistical software 
package SPSS/PASW v.18.  
The analysis consisted of comparing participants‘ scores to ascertain their 
variation during the control and the intervention phases. Wilcoxon Signed Rank 
Test was used as the analysis involved repeated measures with a small sample 
and outcome measures were not assumed to be normally distributed.  
In addition, and in order to avoid the common mistake of inappropriately using the 
asymptotic Z when working with very small samples (Mundry & Fischer, 1998), 
Exact procedures were run, as the sample was lower than 15 participants (Siegel 
& Castellan, 1988). Exact tests provide an accurate significance level when the 
data do not meet the assumptions of the asymptotic method (i.e., normality, large 
sample). Exact non-parametric methods remain valid for very small sample sizes, 
as well as for data that are sparse, skewed, or heavily tied (Narayanan & Watts, 
1996).  
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Further comparisons were not drawn (e.g., between questionnaires completed 
sessionally or between CORE-OM‘s subscale scores). Whilst this could have 
resulted in a more comprehensive analysis of the effect of the intervention, 
multiple comparisons could have generated undue significant results.  The low 
number of participants completing the programme also prevented ascertaining 
the influence of factors likely to mediate the outcome (e.g., acculturation level and 
length of residence in the UK).  
Attrition was studied by comparing the demographic details of the participants 
withdrawing from with those completing the intervention. Exact Kruskal Wallis test 
was used to ascertain potential differences explaining their engagement. 
14. Qualitative data collection and analysis  
14.1. Focus groups    
A focus group is a ―carefully planned series of discussions designed to obtain 
perceptions on a defined area of interest in a permissive, non-threatening 
environment‖ (Krueger & Casey, 2009, p. 5). Several reasons led to the choice of 
focus groups over individual interviews: (1) it enables capitalising on group 
dynamics as data generated through the social interaction of the group are often 
deeper and richer; (2) it offers a more ‗natural‘ environment, more similar to the 
intervention setting, thus enabling the participants to ‗talk in a group about a 
group experience‘, and (3) it is a time-efficient alternative to individual interviews.    
The uniqueness of a focus group is its ability to generate data based on the 
synergy of the group interaction (Willig, 2008, p. 30). Efforts were made to 
minimise changes to the membership of the groups, so that participants felt 
comfortable with each other. However, two members had to swap groups as they 
could not attend their originally assigned session. 
The focus groups were moderated by the facilitator of the intervention. The 
reason for this was the difficulty in identifying an alternative Spanish-speaking 
facilitator with knowledge of the topic and previous experience moderating a 
focus group. Whilst this is likely to have introduced a bias in the discussion, it 
might have also enhanced the discussion about the intervention, due to the 
rapport already established and the facilitator‘s knowledge of the subject matter. 
To minimise the desirability bias inherent in this arrangement the importance of 
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constructive criticism was emphasised as a means of improving the intervention 
delivered. The scope for improvement was stressed by informing the participants 
that it was the first time that the group format was used with Latino migrants in 
London.     
14.2. Running the focus group  
14.2.1. Participants 
Rabiee (2004) suggests that participants in a focus group should be selected 
because they are a purposive, although not necessarily a representative, 
sampling of a specific population. In this study, all participants who completed 
the intervention (i.e., ten people) were invited to take part in a further session ‗to 
give their views about the programme they had completed‘. Out of the nine who 
agreed to participate, three and four people took part in the two sessions 
respectively. The participants were six females and one male, of ages ranging 
from 23 to 76. Following Willig‘s (2008, p. 31) classification, the sample 
participating in the focus groups was homogeneous (on the basis of the reasons 
for recruitment), pre-existing (the groups had been established during the 
intervention phase) and concerned (having shown their commitment to the topic 
by attending the intervention sessions).  
14.2.2. Preparation for the focus group 
Participants able to attend the focus group were handed a sheet with some 
pointers (appendix 13) to reflect on a week prior to the interview. This was aimed 
at encouraging a critical evaluation of the different aspects identified by the 
author as relevant to include in the discussion.  
14.2.3. Focus group agenda – a systemic approach 
An interview agenda was developed in order to steer the interview towards a 
discussion that generated data relevant to address the research question (Willig, 
2008, p. 27). This consisted of several questions to prompt discussion among the 
group about issues that, from the author‘s viewpoint, needed to be covered. 
These (appendix 14) were identified by the author in consultation with his field 
supervisor.  
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However, effort was made to avoid biasing the discussion excessively towards 
topics potentially irrelevant to the participants when posing them pre-defined 
questions. Instead, a systemic stance was adopted whereby participants were 
asked at the beginning of the session “what would we have to talk about today for 
you to feel that you have discussed fully your experience of and feelings about 
attending the group?”. Groups‘ answers to this question were used as pointers for 
the subsequent discussion. Once these pointers had been sufficiently explored, 
further questioning was guided by the interview schedule developed prior to the 
session. 
14.3. ‗Most Important Event‘ (MIE) question  
A range of therapeutic factors (Yalom, 1995) other than the information facilitated 
are at play in a LI Group intervention. The MIE question is aimed at ascertaining 
the impact of these factors as perceived by the participants. It consists of asking 
all participants at the end of each session to state what they think was the most 
important event they witnessed or experienced during that session. It was 
originally used by Bloch et al. (1979), and subsequent research has shown that 
both patients and therapists attach most importance to self-understanding, self-
disclosure and learning from interpersonal actions (Bloch & Reibstein, 1980). 
The wording used in this study was ―If you had to name the most important thing 
that has happened in this session, just one thing that you take home with you 
today, what would that be?”. This question was read out and visually presented 
with the overhead projector to the participants, who took turns to answer it. 
14.4. Apparatus and resources for qualitative data collection and analysis  
A digital voice recorder was used for the focus groups. Participants‘ consent to 
being recorded was requested during recruitment. 
14.5. Transcription  
The author transcribed the interviews verbatim, following a simple notation 
system adapted from Banister, Burman, Parker, Taylor and Tindall (1994). 
Attention was focused on the content of the interview and, therefore, non-
linguistic aspects of the sessions were not transcribed. However, efforts were 
made to remain faithful to the recording, including incomplete sentences, 
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laughter, false starts and repetition of words. The transcripts were checked 
against the tapes for accuracy. 
14.6. Analysis of interview data   
Thematic analysis is a method for identifying, analysing and reporting patterns 
(themes) within the data. It minimally organizes and describes the data set in 
(rich) detail. However, it frequently goes further than this, and interprets various 
aspects of the research topic (Braun & Clarke, 2006).  
One of the advantages of thematic analysis is its versatility, as it is not wedded to 
any pre-existing theoretical framework. Thus, it can be characterised by theories, 
such as Critical Realism, which acknowledge the ways individuals make meaning 
of their experience, and, in turn, the ways the broader social context impinges on 
those meanings, while retaining focus on the material and other limits of reality 
(Braun & Clarke, 2006). It is, therefore, a method that works both to reflect reality 
and to unpick or unravel the surface of reality. 
It should be noted that no analysis took place before both focus group interviews 
had been facilitated and the data transcribed. Therefore, both interviews were 
independent of each other. 
The transcriptions of the focus group interviews and the answers to the MIE 
questions were analysed following the stages described by Braun and Clarke 
(2006). Namely: 
Phase 1. Familiarisation with the data: the author read the material up to three 
times following the transcription work in order to familiarise himself with it, starting 
preliminary work on coding by marking and taking notes.    
Phase 2. Generating initial codes: codes were generated for the entirety of the 
two interviews.  
Phase 3. Searching for themes: codes were collated into potential themes and 
sub-themes by means of visual mind-maps. 
Phase 4. Reviewing themes: provisional themes were scrutinised to refine the 
thematic map, focusing on internal homogeneity and external heterogeneity 
among themes.  
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Phase 5. Defining and naming themes: a further review of the proposed themes 
was carried out to ensure they were named in a way that reflected their content. 
Phase 6. Producing the report: a narrative was developed linking the identified 
themes and illustrating it with data extracts (see Results section).  
Following recommendations from previous cross-language research (Temple, 
Edwards & Alexander, 2006), original transcriptions (in Spanish) were used in 
order to ensure a faithful analysis of the data. Discussion about the findings was 
possible in Spanish due to the fluency of both author and main supervisor.  
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RESULTS 
This section sets out the results from both the quantitative and qualitative parts of 
the study. It begins by summarising the quantitative results, covering the 
sample‘s demographics, the outcome data from the different stages of the study 
and an analysis of the attrition observed. The qualitative section presents the 
results of the thematic analysis completed on the data gathered during the focus 
groups as well as an analysis of the participants‘ responses to the MIE questions 
posed to them at the end of each session.  
15. Quantitative analysis 
15.1. Sample‘s demographics  
Approximately 40 people showed interest in participating in the study of whom 18 
people became registered (the reasons for this will be covered on pg. 69). Table 
1 summarises the demographic characteristics of the participants registered. 
   Table 1. Participants' demographics
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Out of the 18 participants originally recruited, 15 (83 per cent) participated in the 
first session, of whom 10 (67 per cent) people completed the intervention. Of 
these, 8 (44 per cent) attended a minimum of 3 sessions (75 per cent of the 
intervention) and completed questionnaires at registration, first session and focus 
group (one week after the last session). Therefore, only the outcomes of these 8 
participants are reported below. 
The average age of these 8 participants was 50, ranging between 39 and 76. 
Seven of them (88 per cent) were female. They had spent an average of 7.5 
years in the UK, ranging between 6 months and 22 years. Their level of 
education varied between secondary education (3), bachelor‘s degree (2) and 
master‘s level (3). Despite a relatively high educational attainment, most 
participants were seeking employment or working in rather low-paid jobs (e.g., 
social care and catering/cleaning industry). Half of them had previous contact 
with psychiatric services (in the UK or abroad) and had received various types of 
psychological therapy (but none at the time of the study).  
Table 2 shows how participants vary considerably in the scores obtained in the 
outcome measures they completed at the registration stage, with people covering 
all the range from ‗no caseness‘ to ‗severe‘ difficulties. 
 
15.2. Outcome data 
15.2.1. Progression during the control phase 
A Wilcoxon Signed-ranks test was performed with PHQ-9, GAD-7 and CORE-OM 
scores obtained by all 8 participants during registration and at the start of the first 
intervention session. It showed non-significant reductions:  
- CORE-OM scores decreased by 1.3 standard deviations (Z=-1.26, p=.23); 
Table 2. Participants' mean scores in outcome measures at registration stage            
 N Minimum Maximum Mean Std. Deviation 
CORE_Reg 8 .71 2.79 1.4375 .67624 
PHQ_Reg 8 3.00 26.00 9.2500 7.64853 
GAD_Reg 8 3.00 21.00 8.5000 5.39841 
Valid N (listwise) 8     
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- PHQ-9 scores showed a 1.2 standard deviations reduction (Z=-1.19, 
p=.31), and 
- GAD-7 scores decreased by 0.4 standard deviations (Z=-.39, p=.78). 
Although scores tended to decrease over the up to 4-week control phase, this 
variation did not reach conventional levels of statistical significance.   
Graphs 1 to 3 represent the progression of average scores obtained in all three 
outcome measures. They show a subtle decrease during the control phase (e.g., 
between registration and prior to first session).  
15.2.2. Progression during intervention phase 
A Wilcoxon Signed-ranks test comparing scores obtained at the beginning and 
end of the intervention showed a somewhat larger variation than during control 
phase:  
- CORE-OM scores decreased by nearly 2 standard deviations (Z=-1.99, 
p=.06); 
- PHQ-9 scores decreased by 1.5 standard deviations (Z=-1.53, p=.17), and 
- GAD-7 scores showed a reduction of 2 standard deviations (Z=-3.03, 
p=.06). 
Whilst all three instruments failed to reach conventional levels of statistical 
significance, CORE-OM and GAD-7 were close to the significance threshold. 
Graphs 1 to 3 show a more noticeable drop in scores of all three measures 
between first session and focus group (one week after the fourth session) than 
between registration and first session.  
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CORE-OM scores decreased from clinical population range (i.e., M(1.86), SD 
(0.75)) to non-clinical range (M(0.76), SD(0.59)) (CORE IMS, 2010). 
 
 
 
Mean PHQ-9 scores moved from 9.2 (higher end of mild depression range) to 4.5 
(lower end of the same range). 
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Mean GAD-7 scores also decreased from 8.5 (higher end of mild anxiety range) 
to 5.2 (lower end of the same range). 
15.2.3. Follow-up 
Due to the poor completion rate of follow-up questionnaires (i.e., 4 participants‘ 
questionnaires were received fully completed), these results cannot be reported.  
15.3. Attrition analysis 
Ten participants completed the intervention attending 90 per cent of the sessions 
(with 7 participants attending all sessions). Five dropped out during the 
intervention. Reasons for attrition could not be thoroughly ascertained due to 
ethical limitations (i.e., contacting people after dropping out was not contemplated 
in the application for Ethics approval). Those who informed the facilitator about 
their withdrawal from the study put forward unexpected changes in circumstances 
(e.g., work or family) and unavailability (e.g., sudden trip abroad). 
No further factors differentiate the participants who completed the intervention 
from those who, after registering, did not start it or dropped out. Table 2 shows 
the results of the Kruskal-Wallis test performed. Neither age nor educational 
attainment explain the participants‘ attendance. Acculturation (as measured by 
the SASH and years of residence in the UK) is not associated with attendance. 
Severity of distress at registration (as measured by all three outcome measures) 
does not explain their engagement.   
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Table 3. Association between demographic factors and attendancea,b 
 Chi-square df Asymp. Sig. Exact Sig. Point Probability 
Age 3.117 2 .210 .222 .001 
Education .447 2 .800 .799 .008 
Years_UK 3.614 2 .164 .169 .001 
Acculturat 2.976 2 .226 .236 .001 
CORE_Reg 1.432 2 .489 .514 .001 
PHQ_Reg 2.107 2 .349 .368 .001 
GAD_Reg 2.196 2 .334 .354 .001 
a. Kruskal Wallis Test 
b. Grouping Variable: Attendance 
 
16. Qualitative analysis 
The analysis of the qualitative information gathered comprises mostly the 
thematic analysis of the focus groups conducted with the participants. 
Additionally, an account of the participants‘ responses to the MIE question posed 
to them at the end of every therapy session is added as further evidence for the 
thematic structure suggested below.  
16.1. Sample‘s demographics  
Seven participants attended the focus groups: three females attended one of the 
sessions and three females and a male the other one. Five out of the seven 
participants had attended all four intervention sessions with the other two 
attending three. Their mean age was 48 years ranging between 24 and 76. They 
were originally from Colombia (two), Peru (two), Ecuador (two) and Bolivia (one), 
and had lived in the UK between three months and 22 years with an average of 
7.5 years.    
 16.2. Thematic structure 
The findings from the thematic analysis of the focus group discussions are 
represented as themes and sub-themes, which were identified from participants‘ 
descriptions of their experience of attending the intervention. The final stage of 
the analysis produced 4 broad themes, which collectively encapsulate 13 
subthemes, that give structure and coherence to the candidate themes. Following 
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Braun and Clarke (2006), a review of the themes was conducted to ascertain 
whether the thematic map reflected the data set. As a result, a candidate theme 
was split into two and some subthemes were omitted from the analysis. The 
theme split into two was considered too large and comprised quite divergent 
subthemes. Equally, the omitted subthemes were thought not to fit in or not to be 
relevant to the research questions. Table 4 provides a summary of final set of 
themes and subthemes, which is discussed below in further detail. Additional 
information can be found in the appendices: 
Appendix 15 gives details of the reviewing process of a preliminary thematic 
structure and the audit trail, which demonstrates the different stages worked 
through by the researcher during thematic analysis (Wolf, 2003).  
Appendix 16 includes a diagrammatic representation of the thematic structure 
and the relationship among the different themes and subthemes.  
Table 4. Themes and subthemes of thematic analysis 
Themes Subthemes 
Specific LI CBT 
elements useful 
―Knowing what to do‖ – CBT techniques for anxiety/worry 
―Knowing what it is‖ – CBT conceptualisation of 
anxiety/worry 
―When is it really a problem?‖ – questionnaires 
―Putting it into practice‖ – intersession tasks  
Generic aspects of 
the intervention 
“I appreciate your professional stance” - Facilitator‘s 
role/approach 
“It‟s so important to have information in your own 
language” - Intervention in Spanish 
“We are all in the same boat” - Group factors 
Intervention as 
limited/scope for 
improvement 
“We did the basic [level] and now we go for the second 
one” - Intervention as starting point 
“Things you might want to change - Practical changes  
“We expect different things” –homogeneity and timeliness 
of the intervention 
Latino community 
needs 
“No, here you have to wise up!” - Attitudes towards 
migration 
“... that‟s the Latino mentality‖ - ‗Latino‘ cultural values 
“How we can solve our own problems as a community” - 
Other more suitable support for the Latino Community 
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Most participants in both groups expressed positive views about the intervention 
as a whole. The comments below illustrate how participants showed their 
appreciation of the programme: by being ‗grateful‘ for the opportunity to take part 
in the current one, coupled with a ‗wish to pay back‘ and showing interest in 
participating in further workshops. Participants also regretted that others had 
dropped out and stated their intentions of sharing their newly acquired knowledge 
with others:  
“please, don‟t forget about the next workshop, as I‟d love to participate” 
(participant 5, line 1326);  
“I was sad that that little girl left because she needed it” (p.2, 1094-95);  
“we should have been the ones bringing cake and a bottle of wine” (p.3, 
666);  
“I‟m happy to photocopy the material [for others] and say „look, read this, it‟s 
very good‟” (p.1, 527-8).  
An analysis of what participants thought was helpful about the intervention 
yielded the first two themes, describing both CBT-specific and non-specific 
factors. Further questioning led to a discussion of aspects that could be 
improved. Throughout the discussions, participants referred to wider, contextual 
issues which seemed relevant to their views on the intervention. These were 
issues common to the Latino community in the UK (e.g., immigration, cultural 
values) and further support they thought was necessary for their community.  
16.2.1. Specific LI CBT elements seen as useful 
In answer to the question about helpful aspects of the intervention, participants 
highlighted the importance of combining ‗theory and practice‘ (i.e., 
conceptualisation and coping strategies) of anxiety management and stressed 
the link between both elements:  
“I think the relationship between concept and practice was really useful...” 
(p.7, 310).  
 “So knowledge is very important. With it one can use the techniques and 
avoid further mistakes” (p.4, 249). 
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16.2.1.1. „Knowing what to do‟. CBT techniques for anxiety/worry 
Participants stressed the importance of the techniques to reduce their excessive 
physical arousal and worry during both focus groups and in answer to the MIE 
questions posed at the end of every session. Some participants emphasised the 
priority of learning techniques to manage anxiety over more conceptual issues 
(e.g., diagnostic categories). They stated the constructive approach of the 
sessions and the importance of ‗knowing what to do‘ about ‗anxiety‘ and 
‗excessive worry‘ as primary elements:  
“... many times at the moment of anxiety, you don‟t think about the concept, 
but of „how I get out of this one‟” (p.7, 312-12); 
 “because this hasn‟t been like going to the psychologist to cry […] and the 
psychologist keeps quiet. It‟s been very constructive. We‟ve been given 
techniques […]”, (p.2, 194-6). 
The elements participants paid most attention to were relaxation, worry 
management and exposure techniques: 
“[...] and the most interesting is your CD... really good. It‟s worked really well 
for me” (p.5, 211-6); 
“To me the breathing techniques have been phenomenal because I came 
here with horrible anxiety attacks” (p.1, 372-5); 
“And the other bit was the topic of worry [...] To discern, to use the „sieve‟... 
Since we talked about it, I‟ve been managing it well... And giving time to 
worries was also helpful” (p.6, 189-95); 
“After overcoming this (anxiety difficulties), now I understand and say „God, 
never avoidance: you have to confront it!‟” (p.4, 274-5). 
Participants with previous experience of anxiety difficulties linked these 
techniques to favourable outcomes, such as better sleep and feeling calmer:  
“I‟ve realised that since a couple of weeks I‟m calmer” (p.6, 197);  
“I‟m grateful since at least sleep is something I can now manage” (p.5, 795-
7).  
Those with no previous experience of severe anxiety talked about the 
preventative effect of anxiety awareness and ‗enthusiasm‘. This was possibly due 
to feeling empowered by new techniques to manage their anxiety and, therefore, 
Low Intensity CBT and Latinos in the UK                                                          Results 
 
53 
 
freer to go about their daily life. This sense of empowerment linked to being 
‗one‘s own therapist‘ was also described by another participant: 
“It‟s good because we share things that can happen to one in the future. It‟s 
like you have an idea of how to overcome these things” (p.7. 418-20);  
“This experience has helped me to have more enthusiasm for everything” 
(p.3, 406-7);  
 “These workshops help you because you are the one that has to work on 
yourself. In that moment, you are your own psychologist” (p.1, 1184-87). 
 16.2.1.2. „Knowing what it is‟. Conceptualisation of anxiety/worry 
Although not as important as the techniques, a clear CBT conceptualisation of 
anxiety difficulties was also quoted by participants during focus groups and in 
response to the MIE questions. Some highlighted the importance of gaining a 
clear understanding of the concept of anxiety. One described this succinctly, 
emphasising that this knowledge had to be professional and scientific and leading 
to effective techniques to control the ‗symptoms‘: 
“To me, the most important (aspect) has been to know exactly what anxiety 
is [...] At a professional, scientific level, not from third persons. [...] It gives 
you clear guidelines and techniques which are effective” (p.4, 235-242).  
Lack of this knowledge was identified as a contributing factor to anxiety crises 
and linked to previous experiences of distress:  
“it‟s lacking this information that makes someone fall into a crisis”, (p.4, 244-
245);  
“Had I known all this earlier, [my crisis] would have been more bearable” 
(p.4, 290-293).  
Gaining an understanding of the concept of anxiety was possible due to what one 
participant repeatedly described as ‗accessible and comprehensive‘ material and 
the open dialogue format in which it was facilitated: 
“If we go to a GP or psychologist, we won‟t have what we‟ve had here. The 
explanation is very accessible. We had the chance to participate and 
discuss” (p.1, 235-7).  
Participants talked specifically about the CBT model of anxiety, presented as a 
‗hot cross bun‟ (Padesky & Mooney, 1990). They stated that it was “the most 
Low Intensity CBT and Latinos in the UK                                                          Results 
 
54 
 
important aspect” and “the main foundation of the workshop” (p.1, 1010, 1021). 
They emphasised its comprehensiveness and its capacity to provide an articulate 
description of one‘s experience:  
“All is related, interconnected: there isn‟t one without the other one [...]. The 
thought generates a physiological sensation; this one, a behaviour, and so 
on” (p.4, 1267-78)  
“With this we can name every state we are in” (p.1, 1014-15).  
When asked whether the model left aspects of their experience of anxiety 
unexplained, participants stated it did not.   
16.2.1.3. „When is it really a problem?‟ – questionnaires  
Following from the previous sub-theme, conceptualising anxiety as graded and, 
therefore, more or less helpful depending on its degree resonated with some 
participants: 
“I realise that anxiety is positive when it pushes you to improve [...] In my 
case, following an accident, I started to experience a negative anxiety...” 
(p.4, 264-8).  
However, this led one participant to wonder when they could regard themselves 
as having a ‗problem‘ warranting professional help:  
 “I‟d like to know when we should consider we have a problem so serious 
that we need to go to the doctor” (p.6, 138-9). 
This conversation progressed onto the sessional use of outcome measures, 
which some participants talked about in positive terms: 
“[Completing the questionnaires] is good to know in what state you are, 
where you started…” (p.1, 543-4). 
“For me it‟s like looking at my own statistics. Like having a scale and 
weighing myself. It‟s been helpful: I‟ve seen myself as in my own mirror” 
(p.2, 571-3). 
“… and more than anything, it‟s your own assessment. You are assessing 
yourself” (p.1, 582-3). 
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16.2.1.4. „Need to put it into practice‟ – intersession tasks 
Participants stated the importance of practising regularly their newly learnt 
techniques in order to become familiarised with them and reduce their levels of 
anxiety, stating their awareness of the chronic nature of their difficulties:  
―But now it‟s our turn to continue practising, reading and not just filing it 
away” (p.1, 522-3). 
“... although you know that these things don‟t get cured overnight” (p.1, 521-
2). 
In this sense, it was felt that the intersession tasks suggested were relevant and 
important to complete. Regular practice was also discussed as a commitment 
participants had acquired with the facilitator and a means of expressing their 
gratitude:  
“This thing of the homework tasks is very important. For me it‟s like an 
exam” (p.1, 1412).  
“There you can see the gratitude for what he [facilitator] has done” (p.1, 
1416-20).  
Some participants requested that the facilitator suggest further material in 
Spanish for further individual work:  
 “ […] Possibly at the end of the programme you might want to make it more 
theoretical, with books to read or related topics to give continuity… 
guidelines, manuals” (p.7, 942-5).  
“[…] a specific book, when you see that a person is unwell” (p.6, 947).  
16.2.2. Generic aspects of the intervention 
Participants discussed aspects of the intervention which are not specific to the 
CBT model. These included the facilitator‘s role and style, an intervention 
delivered in Spanish, and different group processes taking place during the 
intervention.  
16.2.2.1. “I appreciate your professional stance” - Facilitator‟s role 
The figure of the facilitator was repeatedly brought into the conversation. He was 
portrayed as a ‗role model‘ of calmness by one participant:  
“and I see you, with total calmness” (p.6, 202).  
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Further facilitator‘s characteristics stressed as conducive to participants‘ 
engagement were his kindness and professional manner, which one participant 
construed as love:  
“you are very kind, not drastic [...] We don‟t feel forced or intimidated here” 
(p.2, 253-55);  
“I appreciate your professional qualities” (p.2, 323-24);  
“With that love you are „stealing‟ people [from other services]” (p.2, 908). 
The facilitator‘s style during the first contact was discussed in both groups as 
essential to participants‘ decision to enrol in the intervention:  
 “I thought it was a warm invite, I thought the initiative would be great […]‖ 
(p.7, 743-44).  
“Above all, the way you invited her to the workshop” (p.1, 334-336).  
However, one participant warned the facilitator to tone down his ‗kindness‘ as it 
might have led people to not value the workshop enough:  
 “You should not be that kind in that first conversation” (p.2, 628). 
“If you are, people go „ah, I‟m at home, can‟t be bothered‟ [attending the 
group today]” (p.2, 813-14).   
One participant emphasised the importance of a shared culture between 
participants and facilitator. However, she also speculated that more cultural 
similarity (e.g., sharing nationality) could have been counterproductive:  
 “if you were English, you wouldn‟t have facilitated it like this, because an 
English person doesn‟t understand our culture, our ways” (p.2, 252-53).  
“if you were Colombian, you would have been more drastic, harsher” (p.2, 
1047-49).  
16.2.2.2. “It‟s so important to have information in your own language when 
abroad” - Intervention in Spanish 
Participants in both groups referred repeatedly to the language barrier the 
average Latino experiences in non-Spanish-speaking countries, which led to the 
importance of using one‘s mother tongue when discussing abstract and complex 
topics:  
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“Latinos in the UK, due to the language issue, can‟t express themselves 
clearly nor say what they experience or what‟s happening to them” (p.4, 
328-31). 
“I think it‟d be ideal if a Spanish-speaking person was there [at a GP 
practice] to enhance the conversation, to understand people who get into a 
state… because that also causes depression” (p.5, 355-358). 
One participant shared her positive experience when being supported by a 
Spanish interpreter in a health setting. However, others voiced their concern 
about the limitations of working through interpreters and the restriction of this 
support in a climate of budget cuts. This awareness led the participants to 
describe having information delivered in Spanish by a professional as a privilege:  
 “my GP had a Spanish-speaking person and thanks to them I could 
manage my problem” (p.5, 381-87); 
“if you have an interpreter, it helps, but the message transmitted is not the 
same” (p.7, 392-93); 
“because having an interpreter or someone in each NHS service with all that 
is going on and cuts and all... is not going to happen” (p.7, 1164-67);  
“few people have access to professional information in one‟s language [...] It 
opens a world of possibilities” (p.4, 1316-20).    
16.2.2.3. “We are all in the same boat” - Group factors  
Participants‘ comments about the workshop as a group intervention emphasised 
both its positive aspects as well as its not ideal nature. Among the positive 
elements of a group intervention, people in both groups talked about the group as 
a source of relief resulting from sharing experiences:  
“It works as a group to be able to share experiences” (p.7, 886-87);  
“people need to externalise in the group” (p.4, 523).  
Participants gave considerable importance to the normalising and liberating effect 
of being surrendered by others with similar difficulties:  
“Here I don‟t feel I am the only one with my problem” (p.2, 293);  
“you are surrounded by people here who have lots of problems” (p.6, 204-
05). 
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The workshop was described as an opportunity for exposure and a chance of 
meeting like-minded and supportive individuals  
“Individual attention works as it is direct, but if you push that person into the 
swimming pool, you are giving him a technique to socialise. [...]. The group 
has been that swimming pool” (p.4, 870-76);  
 “you get to share experiences, but at the same time you sit with people 
whom you can become friends with outside and can be helpful in the long 
term” (p.7, 877-80).  
Several participants emphasised the importance that this support extends beyond 
the sessions and keep in contact after the end of the workshop:  
 “and you start to create a network... but with people who genuinely want to 
contribute and learn” (p.5, 1213-16)  
“I‟d love to have everyone‟s phone numbers and arrange to meet for a 
coffee” (p.5, 1210-11).  
Some people, however, perceived the group as a context where sharing personal 
experiences can be positive. This was closely linked to some participants‘ 
conviction about the importance of self-disclosure as a means to recovery: 
 “So, if there are people like Elsa*, willing to listen, it‟s interesting” (p.4, 560-
64) 
“People need to externalise” (p.4, 523);  
“many times other people wanted to open up a bit more and have more 
chance to discuss” (p.2, 1086-87),  
In addition, participants in one of the groups shared a great deal of mutual 
encouragement (“Isabel, it‟s you and not God that is doing the „miracle‟. Your 
wish to overcome it...”, p.1, 788) and acknowledged witnessing how other 
members had shown a remarkable improvement (“Teresa flew and she flew 
high”, p.1, 736). However, witnessing others improve, whilst highlighted as 
meaningful (possibly as an inspiring event), was not regarded as helpful or 
certainly less important than the actual content of the sessions: 
                                               
 Fictitious names 
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Moderator:  so, has seeing her as a different person on session 4 helped 
   you personally? 
 p.1.   No, not personally. Personally it‟s your workshop that has  
   helped me (p.1, 369-72). 
Among the negative aspects, some participants talked about their apprehension 
to be part of a group due to concerns about confidentiality:  
“When I came here I thought „Oh God, everyone will comment outside on 
what I say and it will be gossip‟” (p.2, 305-06);  
“In the group people will say „we have compassion‟, but outside the person 
may think „they won‟t talk to me because I tried to kill myself‟” (p.7, 650-53).  
The concerns above led some people to consider alternative support (i.e., 
individual therapy):  
“I wanted to have a private conversation as I didn‟t feel prepared to share 
with others something very personal” (p.5, 721-27).  
Imparting of information and Universality were the only group therapeutic factors 
identified by the participants in their answers to the MIE question, following 
Yalom‘s (1995) classification. They emphasised the relief they experienced being 
part of the group due to the realisation that other participants acknowledged 
similar difficulties to the ones they were experiencing. Interestingly, some aspects 
of the group dynamics, which could be catalogued as group factors were not 
mentioned by the participants. The progressive ‗gelling‘ among some (group 
cohesiveness), altruism and peer support and instances of imitative behaviour 
among participants were (un)consciously omitted from the discussion.  
16.2.3. Intervention as limited / Scope for improvement 
Despite the positive comments summarised above, participants also identified 
limitations in the intervention and suggested potential ways to improve it. They 
talked about it as a good ‗first step‘ to be complemented with further input. 
Practical changes were suggested, together with possible ways in which 
participants should be selected to make the intervention more relevant to them.   
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16.2.3.1. “We completed the basic [level] and now we go for the second one” – LI 
Intervention as starting point. 
Positive remarks on the intervention were followed in both groups by the 
participants‘ recognition of its ‗basic‘ nature and their interest in attending further 
workshops:  
 “I think you won‟t finish with this basic project: a second and a third one will 
follow”, p.2, 131-3;  
“And I hope that maybe this is not the only workshop, but more workshops 
follow with more people”, p.7, 1310-12).  
“If you did more workshops gradually, and we, first patients attending, had 
the opportunity of coming to the next step... Because we don‟t stop here. 
Look, I‟ve been at a very low level, and now I‟m feeling better”, p.2, 779-83. 
Exploring the participants‘ expectations of further input resulted in different ideas: 
some suggested more workshops covering the same material more in depth 
whereas others requested more intensive input considerably different from a LI 
CBT approach and moving towards group psychotherapy:  
“If you had the opportunity to offer another course more extensive about all 
that we are discussing, it would be great”, p.5, 591-6);  
“Then you should say to the people: „what do you think about confronting 
the issues, touching the wounds? Because touching the wounds frequently 
cures us”, p.2, 996-8).  
However, gathering further detail about the group‘s expectations on further input 
proved challenging as participants‘ descriptions seemed too metaphoric. This 
‗sitting on the fence‘ and relying on the facilitator to design what he knows is the 
most appropriate could be due to a genuine lack of knowledge about what works. 
Alternatively, it could also be the manifestation of a magical realist approach to a 
reality over which the person does not think they have much control: 
Moderator: In the second [workshop], what would we cover? 
p.4:  Yes, because we already saw this; we need to give a further step. 
Moderator: Yes, and what would that step be? After covering avoidance,  
  relaxation, cognitive biases, what would „level 2‟ be? 
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p.4:  When we arrived here we were stuck, we were... and we can‟t... 
And you were telling us how... not because we are stupid, but 
because we are unblocking ourselves psychologically. Now, it‟s the 
next step, with more confidence [...] With more self-assurance and 
motivation, looking up to the horizon... And perhaps a third one to 
look at victory (p.2, 1243-54). 
16.2.3.2. “Things you might want to change” - Practical changes  
Time constraints were the main concern repeatedly voiced by most participants in 
both groups. All participants stated that time restrictions proved an obstacle to the 
inclusion of elements they deemed central to the effectiveness of the intervention, 
such as disclosing difficulties to the group: 
 “Too short because there are things you left to be read at home [...] and I 
haven‟t read because of lack of time” (p.5, 360-3);  
“... because actually it‟s been very short time” (p.1, 379). 
Moderator: It seems that it‟s important to leave time for people to express 
what has brought them to the session, experiences they‟ve 
had [...]. Do you think that the workshop as it‟s been facilitated 
has allowed for that to happen? 
p.4: No 
p.5: No, it‟s been too short [...]. 
A series of changes were suggested in both the format and the content of the 
sessions. They comprised practical changes to the sessions to enhance 
participants‘ engagement and understanding of the content discussed, such as 
including warm-up activities or a follow-up/recapping on previous sessions  
“to start each session with a short exercise to relax [...] Something related to 
the topic we are discussing. As a way of engaging the person...” (p.6, 813-
29);  
“[...] we didn‟t have something half-way through to discuss „did you 
understand it?‟” (p.7, 756-8).  
One participant‘s emphasis on the importance of ‗celebrating the ending‘ (“Let‟s 
make a good „ending meditation‟”, p.1, 610-11) and facilitating the group in a 
relaxed manner was widely backed by others in the group:  
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“for it not to be too monotonous, having more time and half-way through the 
session, something relaxing, a little story” (p.1, 926-9).  
A variety of social activities were suggested aimed at maximising the interactive 
nature of the group, e.g., a group meal in the park (“as these things are good for 
our body”, p.1, 1350-2). Participants‘ engagement in suggesting practical and 
format ideas was in stark contrast with their difficulties in suggesting changes in 
the content facilitated (as described above). 
Participants‘ suggestions to improve engagement included a more 
compassionate and a harsher approach. Whilst they suggested offering individual 
support at the beginning of the workshop to those ambivalent about taking part, 
they also discussed introducing a punishment system:  
“for those without the confidence to express things in public, you should 
have a specific day or time” (p.6, 706-8);  
“those who don‟t attend should pay 50p” (p.1, 607).  
Further suggestions included making the material alive and real. This was closely 
related to the importance of self-disclosure (discussed above) and the use of 
‗real‘ case examples. This could denote some difficulty in translating 
psychological jargon into concrete and observable behaviours and sensations:  
 “More practice, not just theory [...] Then, people understand as they have 
the theory and also the practice” (p.4, 596-605).  
 “It would be ideal that for every topic you present a real case that someone 
tells you and you bring to the group anonymously” (p.5, 906-9).         
16.2.3.3. “We expect different things” –importance of an homogenous audience 
Both groups suggested the need for homogeneity among attendees on different 
aspects: severity of anxiety and age.  
Whilst some participants stated that everyone needed the intervention, they also 
recognised that distress levels varied among individuals (“Although we all needed 
this workshop, each of us has a different burden: ones heavier and others 
lighter”, p.1, 343-6). This led some to suggest making the groups more 
homogenous, by selecting people on the basis of the difficulties they had 
experienced to tailor the intervention to their needs. However, this was contested 
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by some, who felt that, despite these differences, mutual benefit was possible, as 
long as there was willingness to learn from each other:  
 “[...] if I have experienced it and the other person hasn‟t, there are two 
different levels what we both expect to receive” (p.7, 440-42); 
“there needs to be a mixture [...] A time comes when you have to share with 
people who have a broader mind” (p.4, 558-64). 
Some participants reflected on the severity of the problem amenable to the 
intervention. They emphasised the preventative nature of the intervention, 
suggesting that the techniques discussed could be applied in everyday life and 
specified that they can help prevent a crisis. However, once this has occurred, 
further, more intensive treatment is necessary:  
“I think that these concepts can be applied everyday” (p.7, 307-9);  
“this can be suitable to those who have had a mild crisis but when they have 
gone through a major crisis, they need more intensive help [...] More 
individualised and of a higher degree. Don‟t know... Psychotherapy, 
psychiatry…” (p.4, 298-304). 
During one of the groups there was some reflection on younger people who had 
dropped out and discussed how age difference should be addressed. People 
perceived that “youngsters don‟t show much interest; they don‟t feel anything but 
older people are more interested” (p.3, 878-80). This led them to suggest making 
the workshops age-specific because “one has to understand young people [...] 
You may have to change your approach when working with them” (p.2, 833-37). 
However, no age was suggested as a cut-off point. Participants explicitly stated 
that other characteristics (e.g., gender) were not an issue requiring separation: 
Moderator:  In terms of age, gender or what? 
p.1:  In terms of age. Not gender. 
p.5:  No, age. 
p.1:  Gender doesn‟t matter to me.  
16.2.4. Latino community characteristics and needs 
Participants referred to a series of aspects which affect the Latino community and 
set the context to the discussion on the effectiveness of the intervention provided. 
Among these, they mentioned migratory grief and the style of acculturation to a 
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new country, including a reflection on different attitudes among migrants about 
their relationship with the host society. This was intrinsically connected to two 
other sub-themes; namely, cultural values and a discussion on alternative/more 
comprehensive support to the Latino community. 
16.2.4.1. No, here you have to wise up!” - Attitudes towards migration 
Participants talked about their experience of migration and adaptation to the host 
culture as a difficult process, plagued with limitation and disempowerment:  
“Here you are more limited in many ways. Here there is no happiness, you 
don‟t have that freedom...” (p.1, 1173-75); 
“If you are alone in this country and the winter comes, and work and 
problems and everything...” (p.2, 1131-33).  
This was closely related to the lack of realism that some participants identified 
among Latinos migrating to the UK:  
 “the gravy train came to an end. People come here to give, not to take” 
(p.1, 1163-64);  
“Often people come and realise that this is not what they thought, and then 
emotional problems appear” (p.2, 1126-28).  
Some participants stated the importance of toughening up as a means of 
survival, opposed to what they described as a Latino tendency to get sympathy 
from others: 
“because we, South Americans, tend to make others feel pity for us... And 
that the other person feels like „poor him!‟ No. Here you have to wise up!” 
(p.6, 1073-75);  
“One has to get up and overcome tragedies. Stand up or die!”, (p.2, 1125-
26). 
Different views were expressed about negotiating cultural clashes when adapting 
to a different culture: whilst some were adamant that Latinos had to accept the 
host culture in order to prevent undue distress (and had adopted this posture 
themselves by rejecting some Latino characteristics), others thought this was a 
matter of mutual adaptation:  
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“I can‟t come here to impose my  conditions. I can‟t tell Britons „you have to 
adapt to me‟ [...] One should know how to adapt and I think they would 
suffer less” (p.2, 115-122); 
“I applaud European mentality, because I don‟t like the Latino one at all. I 
totally reject that way of being, thinking and behaving. It‟s not all Latinos but 
most of them” (p.5, 1053-1056);  
“both parties should change” (p.4, 1142).  
Some of the observations made by the participants during the focus groups and 
therapy sessions bore remarkable parallelism with their views on the process of 
migration and how they talked about their daily life as immigrants. Whilst this was 
not verbalised as a theme, it seemed a salient element when analysing the 
discussion. The situation of disempowerment described by some participants in 
relation to the host society seemed to mimic their stance in relation to the 
facilitator (e.g., lack of critical views).  One member stressed the importance of 
rebelling against entrenched behaviour patterns (e.g., excessive submission and 
fear). However, this submissive attitude may have underlain the lack of 
disagreement during the sessions and the repeated comparisons some made of 
therapy with other power-imbalanced relationships (e.g., teacher-students or 
father-children). The ‗need to adapt to the host society‘ seemed to resonate 
among participants, and was intrinsically related to their acceptance of the help 
available, as expressed by one participant (“We are the ones who need to 
change”, p.6, 1043).   
16.2.4.2. “That‟s the Latino mentality” - „Latino‟ cultural values 
A number of experiences described by the participants denoted values of the 
Latino community supported by previous research. Participants also talked about 
seeking help and expectations about the support received. 
Among ‗Latino values‘, one participant described her exasperation at the 
appearance of a former therapist she was referred to (“When I arrived, the man 
was with his shirt opened till here, that looked unprofessional... a bit punky. I said 
„a person like that should not do that job‟”, p.2, 468-71), which reflected the 
widely documented values of formalism and respect. She also praised feeling 
accepted despite her age (“being as old as I am, you treat me so well”, p.2, 858). 
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This might reflect personal experiences of feeling disrespected or negative 
societal attitudes towards old age.  
However, respect was also negatively construed, as a value enacted by Latinos: 
“since children had been taught to be afraid and, when growing up, any 
small thing... Because we are afraid of speaking in public, of saying to the 
teacher that they are wrong” (p.1, 729-732).  
Familism was an aspect on which participants seemed to have discrepant views. 
Whilst some stated it as a core Latino value, others stated individual differences 
among Latinos:  
“Latinos are much more familiar, their context is more familiar, unlike 
Europeans” (p.4, 1085-87)  
“it depends on how you‟ve been brought up, what principles and values 
come from one‟s family [...] because there is so much selfishness among 
Latinos” (p.5, 1104-07).  
Some explained this detachment as a strategy to protect oneself as a migrant 
and talked about distance from relatives in their countries as a source of distress 
“So, one becomes distant from the community to avoid that danger” (p.2, 
306-08);  
“This is not such a problem for Spaniards, as you are so close by... you 
have a problem and buy a flight to be with your family” (p.2, 1137-41).  
This community/family spirit was also manifested in some participants‘ reason for 
attending the intervention:  
 “This gives me a tool to transmit to relatives or friends at the edge of a 
crisis” (p.4, 324).  
Some participants emphasised different aspects of seeking help for psychological 
distress. Some stated that mental health is not a priority (“regrettably people 
attend when they‟re already in a crisis”, p.4, 319) and stated its taboo nature and 
the effects of this:  
“That [referring to taboo comment] is very important, it‟s the Latino 
mentality. But if you talk with Europeans, they say „I‟ve cut my veins but I 
don‟t care if David Cameron knows it” (p.4, 1003-1007)  
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“We come here with a wrong mentality, the „what will they say?‟, which limits 
us when expressing ourselves, say what we think” (p.5, 1020-1022).  
Religion/spirituality was portrayed as a more culturally attuned source of support 
than mainstream mental health services by one participant (“the psychiatrist 
discharged me. But I still had problems [...]. Then I said „now I‟m going to look for 
a church‟”, p.4, 459-462). Others responded to this by stressing the importance 
that the person themselves takes the initiative when seeking the type of help they 
find most suitable to them: 
“Each of us seeks help where their heart or instinct takes them” (p.1, 722-
723).  
Expectations from therapy varied among participants. Whilst some valued 
desahogo (relief) as a core aspect, most participants highlighted their preference 
for specific techniques and advice on how to manage difficulties over a more 
counselling-like approach:  
“I think your [psychologists‟] motto should be „say anything you feel‟” (p.4, 
543);  
“If you go to [known mental health charity] and you talk and cry and the 
other person doesn‟t say anything [...] Then, when I go there, I leave empty” 
(p.2, 266-267).        
16.2.4.3. How we can solve our own poblems as a community - Other more 
suitable support for the Latino Community 
Both focus group discussions seemed to move from an individual to a 
group/community focus. Both sessions ended emphasising the importance of 
maintaining contact with other attendees and taking further the principles learnt: 
“I‟d love to have everyone‟s phone numbers and call each other and gather 
somewhere...” (p.5, 1210-1211).  
A participant in one of the groups led the discussion towards the situation of the 
Latino community within the UK ethnocultural landscape. She described the 
disadvantage this community experiences when compared to other ethnic 
minorities (“I think that the Latino community is lagging behind other 
communities... although it‟s a relatively new community”, p.7, 1291-1294). This 
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reflection led to discussing common experiences generating distress in Latinos, 
among which migration issues were highlighted, e.g., migratory grief:  
“I think something addressed to the Latino community like migration, 
migratory grief or things happening at that specific time, like a new migration 
wave... I think all those things bring about anxiety” (p.7, 1156-1160). 
Elaborating on the above common experiences among Latino migrants, 
participants stated the need to empower the community to help them manage 
their own difficulties and bridge limitations in service provision for Latinos due to 
language barriers (“I‟d like to suggest ideas about how we can solve our own 
problems as a community, to help each other”, p.7, 1167-1168). This observation 
seemed to resonate among other members of the group, who ratified this need: 
“We need these types of things that go to our specific needs: what we need, 
what works for us. These types of things are needed” (p.5, 1243-1245).  
‗Empowering the community to solve their own difficulties‘ struck as a core 
element of Community Psychology practice (Duffy & Wong, 2003). It was 
suggested that the community takes the initiative in identifying topics they 
required help with and seeking professional support to satisfy this need:  
“maybe among us there is an issue that attracts our attention and we need 
help with to elaborate and analyse it... maybe we need to invite other 
people” (p.7, 1370-1372).  
This was, however, in stark contrast with the prominent role some participants 
gave to the facilitator, whose position was stated as central to the development of 
this approach:  
“... knowing that we have a professional before us, but a community which 
seeks help and knows which is the connection point” (p.7, 1196-1198);  
“You are the link” (p.4, 1323).  
These grand plans were made from a realistic standpoint: “Anyway, everything 
takes its time. We can‟t do anything overnight. It takes time to progressively 
join...” (p.7, 1357-1359). 
The integration between Latinos and of the Latino community within the UK 
landscape was suggested as a further aim of this suggested community-level 
approach:  
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“This could be in the future a connection point between the community and 
a professional... and not just among Spanish-speaking people but also 
English-speakers” (p.7, 1198-1200).  
17. Summary 
A mismatch seems to exist between the quantitative and qualitative results of this 
study. Whilst the former merely indicates a trend towards a positive impact of the 
intervention, the latter is rich in praise for the intervention, highlighting both CBT-
specific and generic aspects of the intervention. To a lesser extent, participants 
raised concerns about the limitations of this approach and alternative ways in 
which their needs should be met. This will be discussed further and linked to 
previous research in the Discussion section. 
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DISCUSSION 
This section aims to critically discuss the results presented above and the 
methodology used. It does so by summarising the most salient results and 
comparing them with existing literature, highlighting agreements and 
discrepancies. It then addresses the limitations of the study and makes 
suggestions for future research. Finally, the clinical implications of these findings 
are discussed and conclusions are drawn. 
18. Current findings in the context of previous literature 
This study was aimed at ascertaining whether the LI CBT therapies offered within 
the NHS at primary care level are effective and meaningful when delivered in 
group format to first generation Latino migrants. Different types of evidence are 
integrated in an attempt to answer the research questions. Using a triangulation 
design, it merges qualitative/personal and quantitative/general evidence, 
following Upshur et al.‘s classification (2001). Reviews of studies in the US 
(Organista, 2006; Carter, Mitchell & Sbrocco, 2012), where most research with 
Latino migrants has been done, fail to identify similar studies on the management 
of anxiety using a transdiagnostic approach with Latinos. 
Ten people attended a standardised programme focused on anxiety and worry 
management delivered in their native language, Spanish. Participants completed 
several self-report scales during a 4-week period before (i.e., control phase) and 
sessionally throughout the programme (i.e., intervention phase) in order to 
monitor its impact on their anxiety difficulties. The ‗effectiveness‘ of the 
intervention was judged quantitatively by comparing the outcome measures 
completed by participants pre and post intervention. 
People who completed the intervention were invited to participate in two focus 
group interviews where they discussed their experience giving their opinions as 
to how to make the programme more suitable to them. The ‗meaning‘ of the 
intervention was explored through a thematic analysis of the discussion 
generated among the participants during the focus groups. This was 
complemented with the analysis of the participants‘ responses to the MIE 
question posed to them at the end of each session. From a critical realist 
position, this data was analysed focusing on participants‘ reflections and, 
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simultaneously, drawing on underlying factors such as politics, culture and 
language, which affect their experience.    
The main findings of this study are discussed and contrasted below with previous 
research on the topic. Due to the lack of studies on group interventions with 
Latinos on anxiety management identified by previous reviews (Miranda et al., 
2005), these results will be compared with interventions focused on ‗depression‘. 
18.1. Participation 
Approximately 45 per cent of those showing interest in participating in the study 
actually became registered. Thirty per cent of them did not meet the inclusion 
criteria.  Possible factors explaining why the remaining people who were 
originally interested but never registered (despite attempts to contact them) are 
other commitments, life events, poor motivation or reticence to participating in a 
group intervention. A 67 per cent completion rate among those registered 
compares favourably with similar studies with Latinos focused on depression 
(e.g., Organista et al.,1994). This discrepancy could reflect differences in 
anhedonia and hopelessness, which characterise people diagnosed with 
‗depression‘ and might not necessarily be present in those with ‗anxiety‘ 
difficulties. Comparison of severity of ‗depression‘ was not possible as measures 
differed across studies. This moderately high attendance may have been 
possible due to the facilitator‘s reminders via text messages, as has been found 
in the literature (Aguilera et al., 2010). 
Conversely, there was a noticeably poor completion of follow-up measures. This 
might be due to a myriad of factors, from letters going astray in the post to 
participants‘ re-evaluating their involvement in the intervention and deciding to 
discontinue their participation, or other life matters taking priority.  
Seventy per cent of those finishing the intervention attended the focus groups. 
Participants showed willingness to share their views, as this was requested as ‗a 
means of improving future interventions for the Latino community‘. Attendees 
showed an active involvement, with those with past experience of anxiety 
difficulties being more participative in the conversation. 
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18.2. Effectiveness of LI CBT interventions 
Although qualitative methods can be used to measure therapeutic effectiveness, 
a quantitative approach was chosen as it allowed a direct comparison of the 
outcomes of this study with those routinely gathered in mainstream services (i.e., 
IAPT sites). 
The importance of cautiousness in the interpretation of the quantitative results 
reported above cannot be overemphasised. The small number of people filling 
out all the questionnaires did not allow further comparisons (e.g., sessional 
progression, comparison of CORE-OM‘s subscales) which could have provided a 
more accurate understanding of the impact of the intervention on the participants‘ 
management of their anxiety and worry. The comparisons made, whilst not 
showing statistically significant differences, indicate that participants‘ scores did 
not change during the control period but did improve during the intervention 
phase, reaching levels close to those conventionally accepted as statistically 
significant in two of the scales completed (i.e., p=.06 for both CORE-OM and 
GAD-7). However, to avoid obtaining spurious significant differences due to the 
small sample size, no further comparisons were established.  
Demographic characteristics of participants who completed and those who 
withdrew from the intervention were compared, identifying no factors as a 
potential explanation of their engagement. Whilst the low number of participants 
may have prevented obtaining significant differences, this could also mean that 
factors other than those explored played a role in their engagement (e.g., from 
internal factors, such as motivation, to more external ones such as competing 
commitments).  
18.3. Meaning of LI CBT interventions 
Overall, qualitative verbal feedback on the intervention was positive, as 
participants elaborated on what they thought were the positive aspects of the 
intervention. The different aspects brought up by the participants in the focus 
groups were analysed and synthesised in a thematic structure consistent in four 
themes, each comprising between three and four subthemes. These are 
discussed and linked to previous research below.     
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18.2.1. Specific LI CBT elements considered useful  
Participants highlighted a number of aspects intrinsic to LI CBT-based 
interventions as facilitated within the NHS (Richards & Whyte, 2008). Among 
these, they emphasised the importance of some coping strategies presented and 
the psychoeducational element on the constructs of anxiety and worry provided 
during the sessions. They also reflected on the role of sessional outcome 
measure completion and the importance of the inter-session tasks suggested as 
a means to establish regular practice.  
Anxiety coping techniques 
Participants‘ endorsement of the importance of techniques to manage anxiety 
and worry over more conceptual elements of the intervention may reflect a 
pragmatic approach to life, where, rather than a deep understanding, knowing 
what to do empowers oneself to confront life‘s vicissitudes. Other reasons for this 
prioritisation might be an inadvertent emphasis given by the author to this 
element or the more demanding nature of the conceptual material. This finding 
concurs with literature which identifies CBT‘s emphasis on education as suitable 
to Latinos, who view life as an instructive experience (Comas-Díaz, 2006). The 
immediate benefits and ease of use of the techniques discussed by some 
participants -and reported in previous literature (Hays, 1996) - might be an 
important reason for their prioritising these over conceptual knowledge.   
CBT conceptualisation of anxiety/worry 
Conversely, people appreciated the importance of gaining a comprehensive 
understanding of the inner workings of anxiety and worry, which they stated gave 
them the rationale for some techniques they found useful. The CBT 
conceptualisation of anxiety seemed to be readily understood and to provide a 
logical explanation of experiences that most participants could relate to. 
Furthermore, participants explicitly stated that, whilst it was new knowledge for 
most, it posed no challenges to their understanding of distress. The medical slant 
(with a heavy physiological component part, e.g., fight-or-flight response) given to 
the explanation of anxiety may have made this model more suited to a culture 
with high prevalence of somatisation (Escobar, 1995). Professional and scientific 
knowledge was highlighted, as opposed to less reliable information derived from 
practices other than those of the medical institution. This assertion reflected 
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participants‘ endorsement of the medical model, where the professional 
possesses the knowledge, for example, on how to lead healthy lives, avoiding 
excessive stress leading to a crisis (Peluso & Blay, 2004). This stance contrasts 
with literature on Latino folk healing, which stresses the prevalence of witchcraft 
(Applewhite, 1995), herbalists and healers (Zacharias, 2006) and other forms of 
spiritual healing (Comas-Díaz, 2006). 
Intersession tasks 
Whilst verbally acknowledging the importance of intersession tasks to familiarise 
themselves with their newly learnt techniques, participants failed mostly to 
regularly complete these. This discrepancy between a verbalised positive attitude 
and failed completion of the tasks is apparent in other studies. Aguilera et al. 
(2010) describe that participants in previous intakes of the intervention 
emphasised the importance of these tasks to new members in the group, despite 
their own irregular completion rate. Apart from genuine practical difficulties to 
complete the tasks (e.g., due to lack of time), this might reflect their position in 
relation to the facilitator (respect for his authority) or the approach (reverence of 
scientific knowledge). This would also link to their emphasis on their gratitude 
towards the facilitator as a reason for implementing them. 
Questionnaires 
Sessional completion of the standardised questionnaires as a means of mood 
monitoring was perceived by the participants in one focus group as a useful 
element of the intervention. Some saw it as a helpful element as it provided an 
objective measure of the way they felt, allowing them to monitor their progress. 
This is an element also highlighted by researchers in similar group interventions 
with Latinos (e.g., Aguilera et al., 2010). Although it was not explicitly 
acknowledged, this might reflect their expectation that their mood improve during 
the intervention. This is despite them recognising the long-term nature of distress 
and need for practising regularly newly learnt techniques and strategies, as 
stated by the participants. 
18.2.2. Generic aspects of the intervention  
In discussing the aspects of the intervention they found beneficial, participants 
also talked about the facilitator‘s style as conducive to their engagement. Their 
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answers to the MIE question identified also some group factors held as 
therapeutic in the literature (Yalom, 1995). Finally, they also praised the 
opportunity to participate in an intervention in their native language. 
Facilitator‟s role 
The facilitator‘s role was repeatedly commended as a factor contributing to the 
effectiveness of the intervention. Being listened to during the individual 
registration session as well as his soft manner were stressed as positive. Hence, 
these results point out the importance of the relationship with the therapist, as 
illustrated in the CBT literature (Hardy, Cahill & Barkham, 2009). However, similar 
studies on depression state that client evaluation of the therapist was not as 
strong as other specific factors to predict positive outcomes in a group CBT 
intervention with non-Latino participants (Oei & Shuttlewood, 1997).  
Participants stressed the cultural features shared with the therapist and his 
knowledge of their culture. This was in line with research conducted on the 
advantages of ethnic matching in therapy (Griner & Smith, 2006). However, whilst 
a good therapeutic relationship was established with some participants, the 
emphasis made on this factor may be a bias generated by the double role of the 
researcher/facilitator. It is also possible that some positive comments on the 
facilitator‘s performance may be actually due to a feature of the model (i.e., 
participants tended to praise the facilitator‘s clear explanations instead of the 
clarity of the model). The dynamics within the focus groups (e.g., three middle-
aged and older females and a considerably younger male researcher in one of 
them) may have been conducive to a possible overemphasis on the relationship, 
somewhat less prominent in the other focus group. Lastly, the emphasis on 
personal relations and affectionate nature common among Latinos (López & 
Katz, 2001, p. 16) may have also contributed to emphasise this element.    
Intervention in Spanish 
Participants‘ appreciation of an intervention delivered in Spanish has also been 
reported in previous literature. Torres-Rivera (2004) emphasises the importance 
of conducting assessment and intervention in Spanish due to the likelihood that 
Latino migrants‘ earlier experiences and traumatic events will be associated with 
their mother tongue. In their meta-analytic review, Griner and Smith‘s (2006) 
report that studies where therapist and client were matched based on language 
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had outcomes twice as effective as studies where they were not. The opportunity 
to use one‘s mother tongue might improve outcomes by allowing people to 
express rather abstract ideas, even for those with fluent English. Using Spanish 
may have allowed participants to engage more in discussion. Studies comparing 
interactions of Latino and non-Latino ‗patients‘ with Latino and non-Latino 
physicians show that sharing a language allows for more information to be 
provided to the patient. Equally, it shows that Latinos were less likely to request 
information not given to them (Miranda et al., 2006). 
Group factors 
Bieling, McCabe and Anthony (2006) describe the curative factors identified by 
Yalom (1995) as active ingredients of CBT group interventions. In this study, 
participants‘ comments were consistent with the factors of ‗imparting information‘ 
and ‗universality‘. The emphasis on the former concords with Oei and 
Shuttlewood‘s (1997) study, in which specific CBT factors seemed to be more 
associated with reduction of depression than non-specific ones. In a similar vein, 
Aguilera et al. (2010) emphasise the role of mood-management methods as 
having a longer impact than the support of the group as the latter ends with the 
intervention whereas participants can use the techniques at any time. 
Whilst people noticed improvements in fellow participants, this was not explicitly 
described as helpful. No further factors were acknowledged, despite these being 
observed by the researcher. A possible explanation for this ‗overlooking‘ group 
factors could be the participants‘ genuine failure to notice the group dynamics. It 
could also be a result of their (un)consciously giving more weight to other 
elements of the intervention (i.e., psychoeducation, facilitator‘s role) to the point 
of dismissing the role of group factors. A further reason might be related to the 
socio-historical context of fights among South American countries and rivalry 
among participants of different nationalities.    
18.2.3. Intervention as limited/scope for improvement  
Together with the positive elements discussed above, participants identified 
some limitations of the intervention and aspects that should be changed in order 
to improve it.  
Low Intensity CBT and Latinos in the UK                                                          Discussion 
 
77 
 
Intervention as „basic‟ 
Participants talked about the intervention as a commendable initiative likely to 
benefit the Latino community. However, it was also perceived as limited in its 
scope and ‗basic‘. This feedback coincides with other qualitative studies on LI 
CBT interventions (Khan et al., 2007; Macdonald et al., 2007), which depict this 
level of input as helpful support whilst awaiting more intensive interventions. 
Participants‘ taking for granted that the intervention would be continued can be 
interpreted as wishful thinking and manifestation of the need they have for 
support in their native language. This links with a realistic view on the complex 
nature of distress in the context of their volatile circumstances, which requires 
more intensive or longer interventions. Another possible reason for regarding it as 
a ‗basic‘ intervention might be its focus on the individual, leaving aside relational 
complexities, in line with previous research (Comas-Díaz, 2006).  
The varying suggestions for further intervention made by the participants indicate 
the different expectations with which they approach help offered to them, which in 
turn shape their experience (Macdonald et al., 2007). Some participants‘ difficulty 
describing the support expected (e.g., using metaphorical language) may denote 
an excessive reliance on professional judgement, consistent with the high power 
orientation by which Hofstede (2001) describes the Latino culture. It could also be 
a manifestation of their magical realist understanding of life, common among 
Latinos (especially among Colombians), who have grown helpless and 
discouraged from attempting to exert control over external circumstances in the 
midst of rife political scandals, corruption, crime and terrorism (Haste, 2007). The 
blending of reality with fantasy which magical realism involves (Comas-Díaz, 
2006) allows escaping from a world of uncertainty and danger which engenders 
mistrust and fear to a sometimes safe retreat of idealistic features (e.g., ‗looking 
up to the horizon, to the victory‘).  
Suggestions for improvement 
The most frequently voiced concern was that material was covered in a rushed 
manner due to time constraints. Time restriction was the main obstacle to 
participants experiencing desahogo (relief), reported as one of the main elements 
sought by Latinos in therapy (Ardila-Espinel, 1982; Organista & Muñoz, 1996; 
Guarnaccia & Martinez, 2003). This calls for striking a better balance between the 
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psychoeducational component and open space for discussion, as previously 
suggested (Interian & Diaz-Martinez, 2006). Further modifications suggested to 
the format of the sessions, aimed at enhancing participants‘ engagement and 
understanding, reflect other ‗Latino characteristics‘ documented in the literature. 
For example, the emphasis on including group activities reflects the Latino‘s 
personalism, or tendency to seek personal contact (Interian & Díaz-Martínez, 
2007); similarly, using tales and bringing case examples that framed new 
information into a story may also reflect their preference for narrative style as an 
educative approach (Comas-Díaz, 2006). Interestingly, whilst suggestions were 
made about the format, none was made about the content of the sessions, which 
may reflect a position of inferiority with respect to the authority of scientific 
knowledge.      
Need for homogeneity 
Participant homogeneity was stressed as a factor likely to allow tailoring the 
intervention to their specific needs. Among the criteria considered to homogenise 
the audience were their age and the severity of the difficulties experienced. Age 
was suggested as a criterion by older participants. The reason given for this 
suggestion was the need for a different style to engage young people. However, 
it is likely that the value of respect and how it should be shown to people of 
different ages is the basis of such thinking. Seeking an age homogeneous 
audience may obey to norms shared among Latinos and strongly held by those 
who are less acculturised to the host society, who tend to be older people (Gloria, 
Ruiz & Castillo, 2004).  
The severity of the difficulties experienced was a further criterion to consider in 
establishing a more homogeneous audience. This concurs with literature on 
screening criteria for LI interventions among the general population (Gega et al., 
2005).  
18.2.4. Latino community needs 
Throughout the discussions about the intervention facilitated, participants 
included topics which they considered intrinsically related to or underlying their 
experiences of distress and, therefore, relevant when discussing psychological 
interventions for the Latino community. These comprised reflections on their 
Low Intensity CBT and Latinos in the UK                                                          Discussion 
 
79 
 
experience of migration and how people dealt with the distress this generated. 
There was interplay between the vicissitudes related to their migrant status and 
some values deemed inherent to their Latino background, and both influenced 
each other. Finally, some participants identified alternative foci and approaches 
to support the Latino community by enhancing their integration and empowering 
them to solve their own difficulties.   
Migration/acculturation 
Migration (mostly due to economic betterment) and the disadvantage it involves 
was repeatedly alluded to as underlying the distress experienced. This has been 
documented in the literature on Latino migrants both in the US (Torres-Rivera, 
2004) and the UK (McIlwaine, 2007), particularly among women (Carlisle, 2006), 
who made up most the sample. Difficulties discussed by the participants fit with 
vicissitudes experienced roughly across different communities when migrating 
into countries with a different language, in which they find themselves at 
disadvantage (Bhugra, 2004). 
The discussion among participants showed different views on the process of 
acculturation, which seemed to gravitate between the poles of assimilation (i.e., 
no wish to maintain one‘s own cultural roots) and integration (i.e., can see 
positives in keeping own cultural identity, hence, change should be from both 
sides), following Berry‘s (2001) classification. A third pole defined by Berry and 
latent to participants‘ descriptions although less voiced, was that of separation, 
which describes the isolation experienced by some Latinos, avoidant of 
interaction with others. Interest in receiving support conducive to further 
integration of the Latino community within the UK social landscape was also 
expressed. This is in line with Phinney et al. (2001), who link integration to higher 
levels of well-being, acknowledging, however, that acculturation styles depend on 
individual preferences, official policies and prevailing attitudes in one‘s immediate 
surroundings.  
Participants‘ discrepant views on whether familism is a defining value of Latino 
migrants and how family relationships change with their migrant status shows the 
variation existing among Latinos, largely ignored in the literature. However, it 
could also illustrate what Torres-Rivera reports as ‗a struggle among many 
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Latinos to understand how discrimination and immigration affect and change 
them‘ (2004, p. 220). 
„Latino‟ values 
The above mentioned familism and allocentrism were referred to as distinctive 
Latino values when compared to ‗Europeans‘, as previously documented (López 
& Katz, 2001). However, rather than a potential obstacle to an individual focus of 
therapy, as portrayed in previous research (Interian & Diaz-Martinez, 2006), they 
seemed to be a reason to attend the group (i.e., to share the information with 
relatives or friends).  
Further values alluded to included some of those repeatedly described as 
‗distinctive of Latinos‘ in anthropology, clinical and organisational psychology 
research (e.g., respect, personalism, familism, attitude to authority).The 
importance of feeling respected by the therapist was highlighted by some 
participants, illustrating the findings of previous research (Noble & LaCasa, 
1991). However, when enacted by them, this value was also construed as 
‗excessive deference to authority‘, in line with previous research (Organista & 
Muñoz, 1996). The role of religious beliefs and practices as a source of solace, 
more reliable and culturally acceptable than mainstream mental health services 
concurs with previous evidence (Lujan & Campbel, 2006). Interestingly, most 
critical comments about some of these ‗Latino values‘ (e.g., lack of assertiveness 
and resourcefulness and a call to take control over one‘s situation) were made by 
two participants who, prior to migrating to the UK, had spent a considerable 
number of years in another European country (i.e., Spain). This might have 
contributed to attuning themselves with Western values and adopt a more critical 
perspective on their cultural background.  
Some participants deemed seeking help due to psychological difficulties ‗not a 
priority‘, in keeping with their description of ‗mental health‘ among Latinos as a 
‗taboo‘. These findings do not fit with previous research (Peluso & Blay, 2004) 
which claims that no significant differences in perceptions of mental illness 
between Latinos and other developed countries exist. However, other studies 
show the relatively low uptake of mental health services, especially among 
immigrant Latinos (Vega et al., 1999), and the stigmatising nature of mental 
illness especially within families has been confirmed (Shattell et al., 2008). These 
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are aspects likely to point towards the existence of differences in perception of 
mental illness. Indeed, Rojano (2001) describes Latinos as people who are not 
keen to seek help from a psychiatrist. In this study, participants mentioned the 
word ‗psychiatrist‘ as a means to convey a higher severity of difficulties 
warranting intensive support. However, Rojano states that the stigma attached to 
psychiatric treatment is not observed in relation to talking therapies. 
Alternative support needed 
Further improvements suggested for the intervention seemed in line with 
community-based approaches (Burton, Kagan & Duckett), making emphasis on 
integrating the members in the community and, in turn, integrating this into the 
bigger picture of the British societal landscape. Participants advocated for 
support with the difficulties Latinos tend to experience as a result of migration, 
e.g., migratory grief (Achotegui, 2008). Furthermore, they called for empowering 
the community to ‗solve their own problems‘ and be more integrated in society, 
which resonates with research in the US looking at ways of promoting Latino 
mental health at mesocommunity and macrosocietal levels. Organista (2006) 
suggests that advocacy work with Latinos leading to increasing their political 
participation can help clinicians empathise with the social context underlying their 
psychological struggle and avoid attributing such problems to the individual. The 
importance of fostering empowerment when working with deprived Latinos is also 
stressed by other authors (e.g., La Roche, 2002).  
Participants, however, stressed the importance of having a leading figure to 
undertake these changes. They agreed to entrust this leading role to a 
professional, who was placed as a link across organisations. Whilst this seems to 
clash with the empowering approach promoted by Community Psychology, where 
leadership remains within the community (Duffy & Wong, 2003, p. 13), it may 
indicate an incipient interest to push forward changes by people who feel too 
disempowered to undertake them by themselves.  
The adoption of a community approach suits the social characteristics of Latinos. 
It would also allow for increasing people‘s awareness of history and socio-political 
factors underlying distress. Alternatively, providing decontextualised and 
apolitical psychotherapy may lead some low-income Latinos to assume that they 
are the sole cause of their distress (Comas-Díaz, 2006).        
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18.3. Convergence of quantitative and qualitative analyses 
The aim of a triangulation design is the convergence of the information gathered 
by different methods in order to answer the research question(s) (Creswell & 
Plano Clark, 2007). This study, however, draws somewhat discrepant results. 
The quantitative analysis shows trends towards a reduction in participants‘ 
distress, as shown by the outcome measures which, not reaching conventional 
levels of significance, cannot be interpreted as evidence of a definite positive 
effect but as evidence of its limited effect on the distress experienced by the 
participants. However, this trend towards improvement which is not apparent in 
the absence of intervention (waitlist phase). Conversely, the participants‘ 
account, qualitatively analysed, seems overly positive in comparison (i.e. 
participants deemed the intervention helpful as a means of learning about the 
concept of anxiety and ways to manage excessive levels of anxiety and worry). 
The study by Aguilera et al. (2010) also described an improvement in outcome 
measures following the intervention, which were more modest than participants‘ 
verbal accounts. However, different outcome measures were used.    
These results can be interpreted by prioritising one element over the other. 
Namely: 
1. Primacy could be given to the participants‘ qualitative accounts and conclude 
that the intervention is effective, although this is not borne by the quantitative 
element of this study, as it does not reach conventional levels of significance. 
This failure to obtain actual significant differences between waitlist and 
intervention phases could be due, firstly, to its small sample size (i.e., 8 
participants). Secondly, and in line with previous research on therapeutic 
effectiveness the adoption of an arbitrary level of significance (e.g., 95 per cent) 
could be critiqued as not reflecting clinically significant change (Sterne & Davey-
Smith, 2001). Thirdly, the floor effect generated by some participants‘ low pre-
intervention scores might have also prevented obtaining a more meaningful 
difference. Finally, the outcome measures, due to their specific focus on 
symptoms, may not have taken account of other possible outcomes of the 
intervention (e.g., normalisation of experience, sense of empowerment due to 
learning new ways of managing anxiety). 
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2. Alternatively, doubt could be cast on the qualitative analysis due to different 
factors. Methodologically, the bias generated by the researcher‘s double role, 
which may have prompted an overly positive account on the experience of 
attending and outcome of the intervention (this is explained more in detail as a 
limitation on pg. 85). Further reasons may underlie an unduly positive account, 
such as fear that the service be withdrawn due to negative feedback, leaving the 
community without suitable support. This could also be accentuated by features 
stereotypically characteristic of this cultural group such as their emphasis on 
simpatía (kindness) (Organista & Muñoz, 1996) and high deference to power 
(Hofstede, 2001), which may have contributed to minimising criticism of the 
intervention. An attitude of ‗reverence‘ of scientific knowledge could also counter 
any negative comments. Finally, an attempt to be accepted (in order to fit in), 
common among marginalised minorities (Berry, 2001), could also be in place. 
The discrepancy between the results of both parts of this study points at the need 
for further research on a field characterised by the lack of evidence base.   
19. Limitations of the current study 
A number of limitations in the scope and design of this study may have affected 
the validity and generalisability of the outcomes summarised above. These are: 
19.1. Scope of the study 
The title of the present work raises two controversial points. Namely: 
19.1.1. Overgeneralisation 
As mentioned above, conceiving the ‗Latino culture‘ as a homogeneous set of 
values, characteristics and stereotypes, fails to acknowledge the significant 
variation existing among a large population on a range of aspects. Therefore, we 
should avoid falling into the myth of sameness (Wilson, Phillip, Kohn & Currey-El, 
1995) or erroneous belief that participants' processes or dynamics are the same 
within a cultural group. Values should be regarded just as cultural norms, which 
people may abide by to a greater or lesser extent; awareness of these can help 
understand potential outcomes (Organista, 2006), without making universalist 
assumptions. This study, therefore, was carried out as a first step towards 
gathering a more culture-specific evidence-base, due to the lack of research 
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focused on this collective in the UK. Whilst participants talked about similarities 
among them, stark differences in their opinions on the ‗Latino community‘ were 
also expressed (such as closeness to their relatives, religiosity, etc.), which 
should not be ignored when developing interventions. 
19.1.2. Can we actually talk about „effective‟ as different from „meaningful‟?  
This thesis sets out to ascertain whether the intervention delivered is effective in 
quantitative terms (i.e., leads to symptomatic improvement, as measured by 
standardised self-report measures) and meaningful (i.e., is accepted as an 
explanation of their experience of distress which fits with their worldview). But the 
actual independence of both qualities should be discussed. In other words, do we 
need to understand how something works for it to be useful (i.e., relieve our 
distress)?  
Distinguishing between both terms is a challenging task. From a pragmatic 
position, it could be stated that understanding the inner workings of a technique 
or procedure is not necessary for it to work effectively. However, it seems that 
meaning is a sine qua non for effectiveness in that for someone to experience 
something (e.g. a technique) as effective, they have to entertain, even remotely, 
some form of understanding or hope that it will work, for which this needs to fit 
with their worldview.     
19.2. Intervention 
19.2.1. Sample/Recruitment  
Sample size. The complexity of the project and restricted time and resources 
limited the number of people recruited. Despite efforts to avoid an excessive 
dropout, fewer participants than expected started the sessions. This, alongside a 
moderate dropout and failure to complete the measures, led to only eight people 
being included in the statistical analysis and deeming a six-week follow-up 
invalid. These low numbers limit the power and generalisability of the quantitative 
findings. Furthermore, low attendance at the focus groups (i.e., seven 
participants) may have led to unduly emphasising individual experiences and 
opinions about the intervention that could have been more balanced if more 
people had attended.  
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Recruitment of participants. The selection criteria included people who, whilst not 
currently troubled by anxiety, were interested in learning techniques to prevent 
possible future difficulties. The lack of marked ‗anxious symptomatology‘ in some 
participants may have generated a floor effect. This may call for the use of 
alternative outcome measures (e.g., self-efficacy), which, rather than actual 
improvement in anxious presentation, measure the confidence the person has on 
managing potential difficulties with anxiety.  
Demographic factors. Whilst participants differed on a number of characteristics 
(e.g., age, nationality, time living in the UK, circumstances leading to migration), 
its representativeness of the ‗Latino culture‘ is questionable (unequal 
representation of country of origin, gender, age, etc.). Male representation was 
very limited and the age range was skewed towards the 35-65 range. The 
participants were first generation migrants who decided to take part in an 
intervention delivered in Spanish offered as a pilot study, which may have 
influenced their motivation and engagement.     
19.2.2. Type of intervention facilitated 
The group nature of the intervention limits the results of this study to group-based 
programmes. Therefore, the effectiveness of individually delivered LI CBT 
interventions cannot be ascertained from this study. The likely use of group 
interventions with non-English speaking people within the NHS, due to cost-
effectiveness, was the reason for choosing this format in the current study.   
19.3. Data collection 
19.3.1. Attrition 
Permission to contact participants discontinuing their attendance was not 
included in the ethics application and, thus, the approval granted. Therefore, 
attempts to contact the five participants who left the intervention (33 per cent) 
consisted of one text message inviting them to send their postal addresses so 
that a short questionnaire could be posted to them. Since no replies were 
received, valuable information as to the participants‘ reasons for dropping out 
could not be gathered, limiting these to what some of them had stated verbally 
(e.g., conflicting family or work commitments). 
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19.3.2. Self-report measures 
To explore the effectiveness of the intervention, this work relied on the use of 
self-report measures. Further to the limitations specific to each scale, described 
in the Method chapter (pg. 34), the literature reports advantages and 
disadvantages in the use of self-report measures.  
Among the advantages, self-report measures provide exclusive information 
unavailable through other means, by gathering information directly from the 
individual (Derogatis & Meliseratos, 1983). They are also quick and easy to 
administer and a useful way of eliciting large amounts of information, saving 
clinicians‘ time (Morland & Tan, 1998). 
However, using self-report measures involves disadvantages, such as difficulty in 
accurately assessing many concepts. It is also assumed that individuals can and 
will report their symptoms accurately (Derogatis & Meliseratos, 1983), which, for 
several reasons, may not be the case (e.g., social desirability, treatment 
expectations, defence or coping mechanisms, Morland & Tan, 1998). 
19.3.3. The author‟s double role.  
Difficulties identifying a Spanish-speaking practitioner with experience in running 
LI CBT interventions or focus group interviews forced the author to take up both 
roles. Despite efforts to minimise the social desirability bias in participants‘ 
responses (e.g., by emphasising the importance of constructive criticism and 
actively prompting discussion of ‗unhelpful‘ aspects of the programme), this may 
have influenced their evaluation of the intervention, generating overly positive 
feedback. It is possible that participants‘ emphasis on specific over generic or 
group factors may be a direct consequence of being interviewed by the person 
who delivered the intervention.  
Conversely, the double role played by the researcher may have unwittingly 
increased the ecological validity of the evaluation, due to the similarities it has 
with routine practice in IAPT services, where therapists themselves review with 
their clients the work done and the changes achieved at the end of therapy.  
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20. Quality of the study and reflexivity 
20.1. Evaluation of the quality of this study 
Elliott et al. (1999) suggest criteria to evaluate qualitative methods in psychology 
research. An explanation follows as to how these criteria were applied during the 
completion of this work. 
a. Owning one‘s perspective.  
The author‘s epistemological position was clearly stated. Additionally, the 
Reflexivity section highlights the reciprocal effects of the author‘s characteristics 
on the analysis and outcome of this research as well as the effect of this work on 
the author as a researcher and clinician.  
b. Situating the sample. 
Demographic and clinical details were facilitated about the participants and about 
the recruitment process and the organisations approached for their identification. 
The analysis and discussion of data included the participants‘ cultural and 
sociopolitical background informing their comments on the intervention.  
c. Grounding in examples.  
A variety of extracts was included in the results section to illustrate the thematic 
structure suggested. Effort was made not to go beyond the data in this section, 
following Braun and Clarke (2006). The audit trail in appendix 15 aims at 
ensuring the dependability of the analysis (Koch, 2006). 
d. Providing credibility checks.  
Two clinical psychologists (academic and field supervisors) were involved during 
the data collection and analysis process, adding to the author‘s observations. 
Additionally, the comparison of qualitative and quantitative data provides further 
credibility to these results, which are, lastly, confirmed by means of the reflective 
account included below (Koch, 2006). 
e. Coherence.  
Appendix 16 offers a visual representation of the thematic structure which aims to 
further clarify the verbal account in the results section. 
f. Accomplishing general vs. specific research tasks.  
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This work attempted to be seminal research into a topic on which no previous 
research has been conducted in the UK. Therefore, setting the context for this 
research required summarising a vast amount of research conducted in the US 
as well as the living conditions of the target population in the UK. Additionally, 
explicit emphasis was made on those aspects of the study which may limit the 
extent to which results can be generalised (e.g., small number of participants, 
only generalisable to group interventions).   
g. Resonating with readers.  
Following some amendments suggested by the academic supervisor, two lay 
people and another clinical psychologist read the final report and judged it to be a 
comprehensive analysis of the phenomenon under study. This, according to Koch 
(2006), ensures the transferability of the findings. 
20.2. Reflexivity 
This research topic was the author‘s choice, drawing on the use of his mother 
tongue to reach people in the UK who struggle to access services due, partly, to 
not speaking fluent English. However, despite important cultural similarities (e.g., 
mother tongue), socio-political differences between him and the participants (e.g., 
lesser restrictions to live and work in the UK for European citizens) were 
prominent and openly referred to. This made the facilitator feel a privileged 
migrant and relatively alien to the hardship described by some participants. This 
is particularly illustrated by the stories of several people who, extremely keen to 
participate, never made it beyond registration, presumably due to their unstable 
circumstances.    
As a doctoral thesis, analyses were made solely by the author (under 
supervision), which may have rendered the findings vulnerable to his subjective 
interpretation. Indeed, Braun and Clark (2006) state the active role of the 
researcher, rather than themes ‗emerging‘ or waiting to be ‗discovered‘. Willig 
(2008) affirms that the researcher‘s subjectivity will inevitably influence the 
interpretation, in that the researcher‘s interests will foreground particular aspects 
of the analysis. The author‘s personal and professional background as a 
Spanish-speaking migrant in the UK, who has trained at an institution renowned 
for its critical stance to mainstream Psychology practice and its awareness of the 
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myriad of social and political aspects surrounding psychological distress may 
have inadvertently influenced the analysis. 
There were similarities and differences between the author, a Spanish national, 
and the participants, of Latino origin. Whilst some were not overtly disclosed 
(e.g., marital status), others were more noticeable (e.g., age). Sharing language 
is one of the most relevant and apparent cultural similarities. Although accent, 
vocabulary and phraseology clearly distinguished the Castilian Spanish spoken 
by the facilitator from the Latino Spanish of the participants, this did not 
compromise communication. Also, whilst educational attainment varied among 
the participants, most of them experienced similar obstacles in finding 
employment (e.g. restrictions due to being overseas nationals, non-fluent 
English).     
The processes taking place during both intervention and focus groups show a 
clear power differential. This is inherent to any intervention with a teaching 
element, where the professional imparting it is ascribed expert knowledge. 
However, this particular intervention could be understood within its broader 
historico-cultural context (i.e., current and past relationships between Spain and 
Latin American countries). The position of power occupied by the facilitator as a 
trainee psychologist reflected the reality of the participants‘ ancestors, 
subordinated to Spanish conquistadores (conquerors), who imposed their 
knowledge, customs and values from a position of military power. This power 
relationship was continually addressed with words such as profesor (teacher), 
despite the facilitator‘s repeatedly discouraging it. Whilst interaction among 
participants was continually encouraged, most exchanges took place between 
individual participants and the facilitator. These were mainly aimed at requesting 
‗an expert opinion‘ on the topic discussed. The age gap, with the facilitator being 
considerably younger than most participants (and therefore likely to have less life 
experience) did not seem to ameliorate this power differential. 
To conclude, the current study has undoubtedly contributed to the author‘s 
professional development as a researcher and psychologist. It has increased his 
awareness about the service users‘ perceptions on the support received and the 
importance of adopting a multi-level approach (i.e., individual and community-
based) particularly when working with a deprived and impoverished community. 
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Alongside the logistics of devising and managing a complex project within the 
time constraints, it has been an opportunity to work with a rather deprived 
population with whom the author felt considerable affinity. However, using 
Spanish as vehicular language for the clinical intervention and analysis of the 
data and, then, reporting the findings in English constituted a further challenge.  
21. Clinical Implications 
The findings of this pilot study have implications at different levels. Namely: 
 At an individual level:  
- This study, whilst showing a trend towards an improvement in levels of 
distress, does not provide compelling evidence as to the effectiveness 
and meaning of group CBT-based LI interventions in anxiety.  
- However, interventions aimed at reducing distress should be offered to 
Latino migrants experiencing anxiety difficulties, as indicated by the 
interest shown by the people approached.  
- Group interventions maximise learning among participants, as sharing 
experiences helps them to normalise their distress. However, this may 
prove difficult for certain clients, who might benefit from more 
individualised support. Group interventions should strike a balance 
between information-giving and space for people to tell their story in 
terms of providing opportunities for desahogo (relief) and contribution to 
the group. Providing these interventions in the participants‘ mother-
tongue, when possible (i.e., sufficient attendees), could prove cost-
effective, maximising their engagement over groups offered in English 
or via interpreters. 
- Help to this collective should not be limited to an individual, symptom-
based approach and further input at community level should also be 
provided. 
 At a Systemic/family level:  
- Interventions with Latinos should capitalise on the importance they give 
to family relationships in order to promote psychological well-being. 
Offering therapeutic input to individuals might have an indirect impact on 
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their close circle of relationships due to their interest in sharing their 
knowledge.  
 At a Community level:  
- Therapeutic support provided in Spanish facilitated by a native Spanish-
speaker with a grasp of Latino culture should be made more accessible 
to this community, particularly to people whose English is not fluent. 
- Campaigns to increase awareness of mental health issues are needed 
in order to overcome the taboo nature of this topic described by 
participants and avoid it being an obstacle to accessing to services. 
- Alternative approaches, focused on community empowerment should 
be explored, as suggested by some participants. Latino/Spanish-
speaking third sector organisations should lie at the heart of these 
initiatives due to their presence and knowledge of the Latino culture. 
This could also prove a means of preventing inadvertently engendering 
therapy dependence in some people. 
- Interventions offered to first generation Latino migrants should address 
issues related to their migrant status, as these affect a great proportion 
of this community. Thus, raising awareness of the risk of isolation, 
racism and discrimination, exploitation at work, among other sources of 
distress should be included together with more individual means of 
managing excessive levels of distress.    
 At a Sociopolitical level:  
- Many of the difficulties described by the participants are intrinsic to the 
disempowerment their condition of migrancy involves and apply to other 
migrant ethnic minorities. Therefore, policies aimed at increasing their 
representation and integration in society and politics would contribute to 
the prevention or amelioration of undue distress.  
- Partnerships between statutory and voluntary sector organisations 
should be sought for different reasons (e.g., to provide cultural 
brokerage or enhance the access of Latinos to services provided). 
An approach that can encompass the different aspects highlighted by the 
participants in this intervention is an intervention akin to Holland‘s (1988) model 
of social action.  Such framework could address the needs of a largely deprived 
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and excluded collective by moving from the realms of individual therapy to 
progressive involvement in groups and then to collective social and political 
involvement (Burton, Boyle, Harris & Kagan, n.d.). 
22. Recommendations for future research 
Due to the limitations of the current study, further research is recommended: 
 to validate these preliminary findings, this pilot study should be replicated 
with a larger sample which allows comparisons to be made using 
parametric statistics. A clear division of the roles of facilitator and evaluator 
of the intervention would add validity to participants‘ comments.  
 To ensure the cost-effectiveness of this intervention, future studies should 
ensure follow-up measures within feasible periods of time. 
 To focus on more homogenous client groups, following participants‘ 
suggestions (e.g., according to age, level of acculturation or experience of 
anxiety) to ascertain the effect of these variables and avoid undue over-
generalisations (i.e., myth of sameness).  
 To refine further the research focus on the active therapeutic components 
under research (e.g., group vs. individual interventions) would also 
enhance these results.  
 Whilst Spanish people have been excluded from the current study on the 
basis of having a different political status in the UK (as European 
nationals), research should be conducted to ascertain the needs of this 
population, which has recently increased its rate of migration due to the 
current financial climate. 
23. Summary 
This pilot study indicates that a quasi-standardised LI CBT psychoeducation 
group intervention leads to a limited improvement in anxiety levels, although 
comparisons do not reach conventional levels of statistical significance. Despite 
these modest quantitative findings, participants gave an overall positive 
qualitative account of their experience, emphasising a number of elements of the 
intervention as important (e.g., coping techniques, understanding of anxiety, 
intervention in Spanish, normalisation of their experience).   
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A number of possible reasons for these outcomes are considered (i.e., from 
anthropological to more socio-political). Positive feedback may reflect 
participants‘ genuinely satisfactory experience. However, it could also be due to a 
desirability bias. Additionally, it could reflect participants‘ apprehension at 
critiquing an intervention which does not entirely meet their needs, in the context 
of a myriad of entrenched socio-political factors underlying their daily struggle. An 
underlying fear of a decision not to implement an intervention being piloted 
following overly critical feedback may have led participants to downplay its 
negative aspects.  
Whilst acknowledging its limitations, participants recognised the place of LI CBT 
interventions as an approach to individual distress. However, aware of the 
difficulties generated by their socio-political situation, they suggested a more 
preventative approach suited to their needs (e.g., migratory grief) and more 
community-based support, aimed at empowering themselves as a community. It 
is, therefore, suggested that a combination of both approaches should be offered 
to this community. Further research is, however, required to optimise the effect of 
such interventions, aimed at the minimisation of individual distress and 
empowerment of a deprived community.  
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APPENDIX 
 
Appendix 1. Stepped-care model of delivery (Richards & Whyte, 2008) 
 
 
 Staff Disorder Intervention  
Step 3: 
High- 
intensity 
service 
Depression  – mild, moderate 
and severe 
CBT, IPT, 
behavioural 
activation3 
 Depression  – mild to 
moderate 
Counselling, 
couples 
therapy 
Panic disorder CBT 
GAD CBT 
Social phobia CBT 
PTSD CBT and EMDR 
Obsessive compulsive 
disorder (OCD) 
CBT 
 Step 2: Low-
intensity service 
Depression  – mild to 
moderate 
cCBT, guided  self-help, 
behavioural activation, 
exercise 
 
Panic disorder – 
mild to moderate 
cCBT, guided  self-
help, pure self-help2 
GAD – mild to 
moderate 
cCBT, guided  self-help, 
pure self-help,2 
psychoeducational 
groups 
PTSD n/a 
Social phobia n/a 
OCD – mild to 
moderate 
Guided self-help 
Step 1: Primary care/IAPT 
service 
Recognition of problem 
 
 
Assessment/watchful waiting 
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Appendix 2. Programme outline 
 
Session 1 – Introduction to workshop & generic psychoeducation re. anx & worry 
 
Outcome measures 
 Introductions. 
 Discuss objectives, expectations and procedures of the workshop. 
 Overview of the course (format, expectations, between-session tasks). 
 Questions and Answers  
- about the workshop,  
- about the difficulties filling out questionnaires 
 Group discussion about the concept of anxiety and excessive worry and how these 
manifest themselves in the participants‘ lives. 
 Defining related constructs (stress, depression). 
 Overview of main anxiety disorders 
 Psychoeducation on anxiety/worry  
- Anxiety (elements, fight/flight-freeze response, triggers, coping strategies, 
management). 
- Positive and negative aspects of anxiety. 
- Worry (concept, pros/cons, themes) 
 CBT and anxiety. CBT conceptualisation of anxiety 
 Homework : complete anxiety monitoring sheet 
 Session review and ‗Most Important Event‘ question. 
 
Session 2 – CBT model of anxiety & physiological arousal reduction techniques 
 
Outcome measures 
 Review previous session + homework 
 CBT model (hot cross bun) (review) 
 CBT model of anxiety (longitudinal and transversal explanation) 
 Pair exercise: discussing a personal incident of anxiety and identify the different 
elements of the experience following the CBT model 
 Linking different aspects of the experience to different coping strategies (e.g. 
relaxation, problem solving, thought challenging) 
 Physiological arousal reduction techniques – relaxation (rationale) 
- Relaxation techniques people use (group discussion) 
- Progressive muscle relaxation exercise + feedback 
- Imagery relaxation exercise + feedback 
(Give out relaxation CD) 
 Homework: practise relaxation techniques x3 during the week. 
 Session review and MIE question. 
 
 
Session 3 – Graded exposure/behavioural activation & sleep management 
Low Intensity CBT and Latinos in the UK                                                          Appendix 
 
112 
 
Outcome measures 
 Review last session + homework 
 Rationale for graded exposure (role of avoidance in anxiety maintenance) 
- Features of effective exposure: repeated, graded, prolonged and without 
distraction). 
 Construct graded hierarchy 
 Agree work schedule (plan) 
 Sleep problems related to stress/anxiety 
- Sleep hygiene 
- Sleep restriction programme 
 Questions and answers 
 Further support – linking with other local agencies (a list of local services, both 
statutory and 3rd sector will be provided and reviewed with the participants for them to 
consider further support) 
 Session review and MIE question. 
 
 
Session 4 – Worry management & cognitive techniques 
Outcome measures 
 Review last session + homework 
 Cognitive biases – challenging your unhelpful thoughts 
 Problem-solving techniques 
 Other useful techniques 
- The worry sieve 
- Boxing your worries 
 Questions and answers 
 Session review and MIE question. 
 Discuss focus group and hand out outline for discussion 
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Appendix 3. Programme sessions (handouts) –spanish- 
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Appendix 4. Workshop promotion material  
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Appendix 5. UEL Ethics approval 
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Appendix 6a. Information sheet – Spanish version 
 
 
 
 
 
HOJA DE INFORMACIÓN PARA PARTICIPANTES 
TÍTULO DEL ESTUDIO: EFECTIVIDAD Y SENTIDO DE LAS “INTERVENCIONES 
COGNITIVO-CONDUCTUALES DE BAJA INTENSIDAD” CON LATINOAMERICANOS EN 
LONDRES. 
 
Le invito a participar en una investigación. Antes de que usted decida si quiere tomar parte, 
es importante que usted entienda por qué estamos llevando a cabo y qué conlleva este 
estudio. Por favor, lea con detenimiento esta hoja y pregunte si hay algo que no esté claro.   
¿Cuál es el propósito de este estudio? 
Estoy llevando a cabo este estudio como parte de mi doctorado en psicología clínica en la 
university of east london.  
Quiero comprobar si las terapias cognitivo conductuales de baja intensidad (un tipo de 
terapia ofrecida en el nhs) son efectivas y tienen sentido para personas de procedencia 
latinoamericana. 
¿Tengo que participar? 
No.  No hay ninguna obligación por su parte. Si usted decide participar en este estudio, 
deberá firmar una hoja de consentimiento informado. Aun así, si después de firmar, usted 
cambia de opinión, puede abandonar el programa en cualquier momento sin dar ninguna 
razón. Su decisión de retirarse o no participar no afectará el servicio que usted recibe de las 
organizaciones participantes. 
¿Quién organiza este estudio? 
Este estudio ha sido diseñado para satisfacer los requisitos académicos del programa de 
doctorado. Está dirigido por Jose López, estudiante de este programa. Jose cuenta con la 
supervisión de la Dra. María Castro y Dra. Melinda Rees, Psicólogas Clínicas. Este estudio 
no cuenta con financiación externa. 
¿Qué me pasará si participo? 
Si decide participar en el estudio, tras dejar su número de contacto en las listas que se 
facilitarán en las organizaciones colaboradoras, contactaré con usted. En esa primera 
conversación (por teléfono o en persona), discutiremos los detalles del estudio-intervención 
y le pediré que complete unos cuestionarios.    
Usted será invitado/a a participar en una intervención de grupo de seis semanas centrado 
en el ―manejo de la ansiedad‖. En este grupo, de hasta ocho participantes, usted podrá 
aprender y practicar una variedad de técnicas para el manejo de la ansiedad y preocupación 
excesiva (p. ej. relajación, exposición gradual, solución de problemas, etc.). Las sesiones 
tendrán lugar de forma semanal con una duración de hasta 1 hora y media. El grupo tendrá 
lugar durante los meses de verano de 2011 en las oficinas de la organización de ayuda a 
latinoamericanos IRMO, en Brixton, al sur de Londres. 
Antes de que el grupo comience, posiblemente se le pida que complete los mismos 
cuestionarios que completó durante nuestra primera conversación tres veces durante un 
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periodo de seis semanas a fin de comprobar si la intervención es más efectiva que no hacer 
nada.  
Usted deberá completar dos breves cuestionarios cada sesión a fin de saber cómo se siente 
usted, además de un cuestionario más extenso al comienzo y final del programa. 
Al finalizar las 5 semanas de intervención, se le invitará a participar en una sesión más en la 
que usted podrá dar su opinión sobre el grupo: qué aprendió, si fue útil, qué encontró difícil 
de aplicar o menos útil, cambios que usted haría, etc.  
¿Hay alguna desventaja o riesgo en participar en este estudio? 
No se anticipa ningún riesgo en la participación en el grupo de ansiedad o el posterior grupo 
de discusión. 
Aunque improbable, si al participar en el grupo, usted se sintiera angustiado o disgustado 
debido a la naturaleza de la discusión, usted puede dejar el grupo en cualquier momento. 
En tal caso, yo discutiré con usted formas de apoyo individual (p.ej. servicios de salud u 
otros).   
¿Cuáles son los beneficios de su participación? 
Espero que usted encuentre útil la intervención en grupo para aprender técnicas para el 
manejo de su ansiedad/preocupación. Su opinión acerca del grupo (completando 
cuestionarios y participando en el grupo de discusión al finalizar el programa) es esencial a 
fin de juzgar si estas terapias son beneficiosas o no y qué tipo de adaptación se requiere 
para su mejora. 
Confidencialidad – ¿quién sabrá que usted participa en este estudio?  
Si usted decide participar en este estudio, se le harán preguntas sobre usted mismo/a. 
Cualquier información personal que usted dé se tratará de forma confidencial.  Se le 
asignará un código numérico al comienzo de su participación que usted utilizará para 
identificarse (y su nombre no aparecerá en ningún documento que usted complete); en 
todos los cuestionarios que usted rellene se usará este código. 
¿Quién ha revisado este estudio? 
Este estudio ha sido revisado por el Comité de Ética de Investigación de la University of 
East London. 
¿Qué pasa con los resultados del estudio? 
Los resultados del estudio se incluirán en una tesis presentada en la University of East 
London. También es posible que se dé un breve resumen de la investigación a las 
organizaciones que colaboran con el proyecto o que los resultados se publiquen en revistas 
científicas o conferencias. Toda la información que posibilite la identificación de los 
participantes se eliminará de informes y publicaciones. Todos los cuestionarios y 
transcripciones de entrevistas se destruirán tras la presentación de la tesis. Si usted quisiera 
obtener un resumen de los resultados, se le podrá enviar una copia.   
Contacto para más información  
Si usted necesita más información sobre este estudio, por favor llámeme (nombre del autor) 
por teléfono al 079…0dejando un mensaje con su número de contacto y yo contactaré con 
usted. También puede contactar conmigo por e-mail en …@hotmail.com.  
Gracias por considerar su participación en este estudio. 
  
Low Intensity CBT and Latinos in the UK                                                          Appendix 
 
143 
 
Appendix 6b. Information sheet – English version 
 
 
 
 
Information sheet for participants 
 
Title of research study: Effectiveness and meaning of „low intensity Cognitive 
Behavioural interventions‟ for Latin Americans in London. 
 
I am inviting you to take part in a research study.  Before you decide whether to participate, it 
is important for you to understand why the research is being done and what it will involve.  
Please, take time to read the following information carefully and ask if there is anything that 
is not clear or if you would like more information. 
 
What is the purpose of the study? 
I am conducting this study as part of a Doctoral Degree in Clinical Psychology at the 
University of East London. 
I am looking at how helpful and meaningful Low Intensity Cognitive Behavioural Therapies (a 
type of therapy offered across the NHS) are for people from a South American background. 
 
Do I have to take part? 
No.  There is no obligation on your part to participate in the study.  If you do decide 
to take part you will be asked to sign a consent form.  You may change your mind at 
any time and without giving any reason.  A decision to withdraw at any time, or not to 
take part at all, will not affect the standard of service that you receive from the 
organisations collaborating with our project. 
 
Who is organising the study? 
This study has been conceived partly to meet the academic requirements of a Doctoral 
degree.  It is being conducted by Jose Lopez, a student of this programme. He is supervised 
by Dr. Maria Castro and Dr. Melinda Rees, Clinical Psychologists.  The study does not count 
on external funding.  
 
What will happen to me if I take part? 
If you decide to take part, after leaving your contact details on the lists available from 
the collaborating organisations, I will contact you. During our first conversation 
(either on the phone or face-to-face), we will discuss the details of the study and I will 
ask you to complete some brief questionnaires.  
You will be invited to attend a 6-week group focused on anxiety management. In this 
group, of a maximum of 8 participants, you will be able to learn and practise a 
number of techniques to manage excessive worry and anxiety (e.g. relaxation, 
graded exposure, problem solving techniques, etc.). The sessions will take place 
once a week for up to 1.5 hours. The group will take place during July-August 2011 
 
 
 
Low Intensity CBT and Latinos in the UK                                                          Appendix 
 
144 
 
in the premises of IRMO, an organisation catering for the needs of the Latin 
American population in Brixton, South London. 
Prior to the start of the group, you may be requested to complete the same 
questionnaires that you filled out during our first conversation up to three times 
during a 6-week period. This is aimed at finding out whether the intervention is more 
effective than no intervention at all. Once the group starts, you will be asked to 
complete those 2 brief questionnaires every session you participate, to measure your 
progression in mood.  
At the end of the 6-week group, you will be invited to one last session, where you 
could give your opinion about the group intervention: what you learnt, how helpful it 
was, what you found difficult or not helpful, what changes you would make, etc. 
Are there any disadvantages or risks in taking part in this study? 
We do not anticipate any disadvantages due to participating in the intervention group or the 
focus group. 
Although unlikely, if during your participation, you became distressed by the nature of the 
topic discussed, you would be allowed to withdraw. I will discuss with you afterwards ways of 
helping you if necessary (i.e. contact with health services or other organisation).   
What are the possible benefits of taking part? 
I hope that you will find the group helpful to learn techniques to manage your 
anxiety/worry. Your feedback (completing questionnaires and participating in the 
focus group) will be helpful to find out whether these therapies are beneficial or need 
adapting. 
Confidentiality – who will know I am taking part in the study? 
If you consent to taking part in this research, you will be asked some questions about 
yourself. Any information which is collected about you will be kept strictly confidential.  You 
will be assigned a numerical code from the very start of your participation, which will prevent 
your identification (your name will not appear in any document you complete).  All the 
questionnaires that you fill will be marked with your allocated numerical code. 
Who has reviewed the study? 
This study has been reviewed by the University of East London Research Ethics Committee. 
What will happen to the results of the study? 
The results of the study will be submitted in an academic thesis to the University of 
East London.  It is also possible that a feedback report is given to the collaborating 
organisations or that results are published in scientific journals and/or conferences. 
Any information that could be used to identify you will be removed.  All the 
questionnaires filled and transcriptions of interviews will be kept locked in a safe 
place till the successful completion of the thesis.  If you wish in due course to obtain 
a summary of the results, I will be happy to send them to you. 
Contact for further information 
If you would like more information about the study please call me (author‘s name) on 
079... leaving a message with your contact details and I will return your call. You can 
also contact me via email on ...@hotmail.com. 
Thank you for reading this information sheet and considering participating in this 
study. 
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Appendix 7a. Consent Form – Spanish version 
HOJA DE CONSENTIMIENTO 
 
 
 
 
 
 
Por favor, responda SÍ o NO 
 
¿Ha leído la hoja de información para el participante?   SI NO 
¿Ha tenido la oportunidad de hacer preguntas y discutir el estudio? SI NO 
¿Ha recibido respuestas satisfactorias a sus preguntas?   SI NO 
 
¿Con quién ha hablado? 
 
¿Entiende que su participación es voluntaria y que usted se puede retirar del estudio en 
cualquier momento sin dar razones para ello sin que esto afecte su atención médica o 
derechos legales?        SI NO 
¿Le han dicho que la información personal que usted aporte se mantendrá confidencial? 
          SI NO 
¿Acepta participar en este estudio?      SI NO 
 
 
 
  
Nombre del participante      Fecha  Firma 
 
 
 
  
Nombre de la persona que toma consentimiento Fecha  Firma 
(cuando ésta sea diferente del investigador) 
 
 
 
  
Nombre del investigador      Fecha  Firma 
  
Número de versión:  1  Fecha: 10/01/2011 
Título del  proyecto: Cultura y modelos de salud mental. Efectividad y sentido de 
las ―intervenciones cognitivo-conductuales de baja intensidad‖ para 
latinoamericanos en el Reino Unido. 
Name of the researcher:   ... 
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Appendix 7b. Consent Form – English version 
RESEARCH CONSENT FORM 
 
 
 
 
 
 
 
 
Please, circle YES or NO 
 
Have you read the participant information sheet?         YES     NO 
 
Have you had the opportunity to ask questions and discuss the study?  YES     NO  
Have you received satisfactory answers to all your questions?      YES NO 
 
Who have you spoken to? 
 
Do you understand that your participation is voluntary and you are  
free to withdraw from the study at any time without having to give a  
reason, without affecting your future medical care or legal rights? YES NO 
Are you willing to allow access to your medical notes?   YES NO 
Have you been told that strict confidentiality will be maintained?  YES NO 
Do you agree to take part in this study?     YES NO 
 
 
 
  
Name of participant     Date  Signature 
 
 
 
  
Name of the person taking consent    Date  Signature 
(if different from the researcher) 
 
 
  
Name of the researcher    Date  Signature 
  
Version number:  1  Date: 01/12/2010 
Title of the project:  CULTURE AND MODELS OF MENTAL HEALTH. EFFECTIVENESS AND 
MEANING OF „LOW INTENSITY‟ COGNITIVE BEHAVIOURAL 
INTERVENTIONS FOR LATIN AMERICAN IMMIGRANTS IN THE UK. 
Name of the researcher:   ... 
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Appendix 8a. PHQ-9 (Spanish version) 
  
 
Código de participante: _______     Fecha/Date: ___________ 
Sesión nº  1  2 3 4 5 6 7 8 
(circule el número correspondiente) 
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Appendix 8b. PHQ-9 (English version) 
 
Patient Health Questionnaire-9 
 
Patient Name  Date   
 
1. Over the last 2 weeks, how often have you been bothered by any of the 
following problems?  Read each item carefully, and circle your response. 
 
 Not 
at all 
Several 
days 
More than 
half the days 
Nearly 
every day 
 0 1 2 3 
a. Little interest or pleasure in doing things     
b. Feeling down, depressed, or hopeless     
c. Trouble falling asleep, staying asleep, or 
sleeping too much 
    
d. Feeling tired or having little energy     
e. Poor appetite or overeating     
f. Feeling bad about yourself, feeling that you are 
a failure, or feeling that you have let yourself 
or your family down 
    
g. Trouble concentrating on things such as 
reading the newspaper or watching television 
    
h. Moving or speaking so slowly that other 
people could have noticed. Or being so fidgety 
or restless that you have been moving around a 
lot more than usual 
    
i. Thinking that you would be better off dead or 
that you want to hurt yourself in some way 
    
Totals     
 
 
2. If you checked off any problem on this questionnaire so far, how difficult 
have these problems made it for you to do your work, take care of things at 
home, or get along with other people?  
    
Not Difficult At All Somewhat Difficult Very Difficult Extremely Difficult 
0 1 2 3 
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Appendix 9a. GAD-7 (Spanish version) 
 
Escala GAD - 7 
(Versión española de la escala Generalized Anxiety Disorder- 7)  
 
 
 
 
  
 
 
  
 
García-Campayo J, y cols. HQLO 2010, 8:8; doi: 10.1186/1477-7525-8-8. 
Señale con qué frecuencia ha sufrido los siguientes problemas en los últimos 15 días: 
 
 
Nunca 
Menos de la 
mitad de los 
días 
Más de la 
mitad de los 
días 
Casi todos 
los días 
Se ha sentido nervioso, ansioso o muy 
alterado 
0 1 2 3 
No ha podido dejar de preocuparse 0 1 2 3 
Se ha preocupado excesivamente por 
diferentes cosas 
0 1 2 3 
Ha tenido dificultad para relajarse 0 1 2 3 
Se ha sentido tan intranquilo que no 
podía estarse quieto 
0 1 2 3 
Se ha irritado o enfadado con facilidad 0 1 2 3 
Ha sentido miedo, como si fuera a 
suceder algo terrible 
0 1 2 3 
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Appendix 9b. GAD-7 (English version) 
 
GAD-7 
 
 
                                       
                                  Column totals:                  ___     +     ___      +   ___     +    ___     
    
 
         =   Total Score _____   
 
If you checked off any problems, how difficult have these problems made it for you to 
do your work, take care of things at home, or get along with other people? 
 
Not difficult  
at all 
Somewhat 
 difficult 
Very 
difficult 
Extremely 
difficult  
    
 
  
  Over the last 2 weeks, how often have you   
  been bothered by the following problems? 
    (Use “✔” to indicate your answer” 
Not  
at all 
Several 
days 
More than 
half the 
days 
Nearly 
every day 
1.  Feeling nervous, anxious or on edge 0 1 2 3 
2.  Not being able to stop or control worrying 0 1 2 3 
3.  Worrying too much about different things 0 1 2 3 
4.  Trouble relaxing 0 1 2 3 
5.  Being so restless that it is hard to sit still 0 1 2 3 
6.  Becoming easily annoyed or irritable 0 1 2 3 
7.  Feeling afraid as if something awful  
     might happen 
0 1 2 3 
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Appendix 10a. CORE-OM (Spanish version) 
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Appendix 10b. CORE-OM (English version) 
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Appendix 11a. SASH (Spanish version) 
 
THE SHORT ACCULTURATION SCALE FOR HISPANICS (SASH)  
                                                                                                                                   Jeffrey A. Miller, Ph.D. - 1997 
 
 
1. ¿En qué idioma(s) lee y escribe?
 
Sólo en Español 
 
Más en Español 
que en Inglés 
Ambos igual 
 
Más en Inglés que 
en Español 
Sólo en Inglés 
A B C D E 
 
2. ¿Qué idioma(s) habla usted normalmente en casa? 
 
Sólo en Español 
 
Más en Español 
que en Inglés 
Ambos igual 
 
Más en Inglés que 
en Español 
Sólo en Inglés 
A B C D E 
 
3. ¿En qué idioma(s) piensa usted normalmente? 
 
Sólo en Español 
 
Más en Español 
que en Inglés 
Ambos igual 
 
Más en Inglés que 
en Español 
Sólo en Inglés 
A B C D E 
 
4. ¿Qué idioma habla usted normalmente con sus amigos? 
 
Sólo en Español 
 
Más en Español 
que en Inglés 
Ambos igual 
 
Más en Inglés que 
en Español 
Sólo en Inglés 
A B C D E 
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Appendix 11b. SASH (English version) 
THE SHORT ACCULTURATION SCALE FOR HISPANICS (SASH)  
                                                                                                                                   Jeffrey A. Miller, Ph.D. - 
1997 
 
 
1. In what language do you read and write? 
 
Only in Spanish 
 
More in Spanish 
than English 
Both equally 
 
More in English 
than Spanish 
Only in English 
A B C D E 
 
2. What language do you normally use at home? 
 
Only Spanish 
 
More Spanish 
than English 
Both equally 
 
More English 
than Spanish 
Only English 
A B C D E 
 
3. In what language do you think normally? 
 
Only in Spanish 
 
More in Spanish 
than English 
Both equally 
 
More in English 
than Spanish 
Only in English 
A B C D E 
 
4. What language do you normally use with your friends? 
 
Only Spanish 
 
More Spanish 
than English 
Both equally 
 
More English 
than Spanish 
Only English 
A B C D E 
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Appendix 12. Demographic questionnaire (registration) 
 
- DATOS DEL PARTICIPANTE – PARTICIPANT DETAILS - 
 
Nombre / name:      Código / Code: _____ 
Edad / Age:       Asignada a grupo  
        Allocated to group   1
 2 
Educación / Education: 
 Edad a la que dejó educación a tiempo completo: 
 Age at which he/she left full-time education 
 
Profesión-Trabajo / Profession-Occupation: 
Años en el Reino Unido / Years in the UK: 
País de origen / Country of procedence: 
Puntuación en GAD-7 / GAD-7 score: 
Puntuación en PHQ-9 / PHQ-9 score: 
Puntuación en CORE-OM / CORE-OM score: 
Previa experiencia de terapia psicológica / Previous therapy details: 
 
Medicación psicotrópica / Psychotropic medication: 
Presente/Current: 
Pasado / Past: 
Preferencia día de grupo: 
Teléfono de contacto / Phone contact: 
Mejor hora para llamar / Best time to contact: 
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Appendix 13a. Focus group handout (Spanish Version) 
 
Estimado participante,  
 
Me gustaría agradecerle el compromiso que usted ha mostrado por esta intervención y 
espero que le haya sido útil.  
 
Como ya comentamos, durante la próxima sesión me gustaría que discutiéramos su 
opinión como participante acerca del taller al que ha asistido. Esta discusión será 
analizada posteriormente y se utilizará para evaluar la utilidad de este tipo de 
intervención para la población latinoamericana residente en Londres. Esperamos que 
esto nos ayude a hacer que los servicios públicos estén más adaptados a las 
necesidades de esta población y así sean más efectivos. 
 
De este modo, quiero que en esta sesión todos los participantes se sientan 
cómodos/as discutiendo lo que han encontrado útil y menos útil, lo que han 
echado en falta y lo que piensan que ha sido irrelevante para su situación 
personal. Se aceptan sugerencias sobre cómo mejorar la intervención. 
 
Sería ideal que todos asistan a la sesión habiendo pensado sobre la experiencia de 
participar en el taller. Pueden traer notas con ustedes si eso les ayuda a recordar los 
puntos que quieren resaltar. Algunos aspectos en los que usted quizás quiera 
reflexionar son: 
1. Proceso de registro en el taller 
2. Apoyo a la asistencia a las sesiones (mediante sms) 
3. Uso de cuestionarios 
4. Experiencia de estar en grupo (permanencia/movilidad de participantes) 
5. Contenido de las sesiones 
- Conceptualización cognitivo-conductual de la ansiedad  
- Material/ideas más y menos útiles 
- Otros aspectos que se deberían incluir 
- Duración del taller 
6. Aspectos/ideas que no coinciden o están en conflicto con valores/formas de ver 
la vida que usted tiene o que son comunes entre latinoamericanos.  
 
Si usted tiene algo que decir que no está cubierto aquí y cree que es importante, por 
favor, no deje de compartirlo. 
 
Muchas gracias con antelación por su dedicación, tiempo y pensamiento crítico. 
 
Jose López. 
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Appendix 13b. Focus group preparation handout (English version) 
 
Dear participant,  
 
I would like to thank you for the commitment you have shown to this intervention and 
hope it  has been useful to you. 
 
As we discussed, during the last session, I would like us to discuss your opinion about 
the workshop you have attended. As you will remember, this discussion will be 
transcribed and analysed. It will be then used to evaluate the usefulness of this type of 
intervention for the Latin American community in London. It is hoped that this will help us 
shape the support that the LA community in London receive from public services. 
 
Therefore, I would like that all attendees at this session feel comfortable and free to 
discuss what they have found most and least useful, what they have felt was missing 
and what felt irrelevant, what should have been devoted more or less time, etc. 
 
It would be ideal that everyone comes to this last session having given some thought to 
the experience of participating in the workshop. Some aspects you may want to consider 
are: 
 
1. Registration process 
2. Support to attend sessions (text reminder of next session) 
3. Filling up questionnaires 
4. Experience of being part of a group (permanence/mobility of participants) 
5. Session content 
- CBT conceptualisation of anxiety  
- More and less useful material/ideas 
- Other aspects that should be included 
- Length of intervention 
6. Aspects/ideas which do not fit with values/ways of seeing life that you have or 
that are common among Latin American people.  
 
If there is something else that you would like to share, please feel free to do so. 
Thank you in advance for your time and thoughts. 
 
Jose López 
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Appendix 14. Focus group agenda (English version) 
 
Aspects to include in the discussion: 
- Process of registration (individual interview,time,face-to-face/phone conversation, 
etc). 
- Group composition / moving to/from groups. 
-  Number of participants 
- Questionnaire completion (pre- and during intervention). 
- Length and Content of the sessions 
- Balance session tasks/discussion, sharing of personal experience and 
‗teaching‘  component. 
- Material/techniques/ideas presented 
- Pace of explanation/discussion 
- Understanding of CBT conceptualisation of anxiety/emotional distress 
- Homework tasks 
- Material given 
- Most/least helpful ideas/techniques presented. 
- Most difficult concept, techniques/principles participants struggled to make sense 
of. 
- Aspects they did not agree with on the basis of previous experience/knowledge. 
- If this group was to be rolled out across the NHS, what changes do you think 
should be made so it is more helpful? Consider: 
-  
-  Number of attendees 
 Facilities/avenue/room 
 Material (handouts) 
 Activities (during session) 
 Length of sessions 
 Duration of intervention 
 Content 
 Language/terms 
 Homework 
 Outcome measures 
 
Anything that did not fit in with values/ways of thinking you had prior to coming to 
the group? 
 
- Anything that should be adapted specifically for people from a South American 
background in the UK?  
 
- Any other thoughts that have not been covered and participants think important to 
add. 
 
- Thanking participants for attending. 
 
- Giving questionnaires (and self-addressed envelopes) to be completed within 4 
weeks. 
 
- End of session 
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Appendix 15. Audit trail 
 
A transcript excerpt (Focus group B lines 1120-1208) is offered below as an 
illustration of the process of analysing the text in order to identify the themes and 
subthemes presented above. 
Notes Text Codes 
 
 
 
 
 
 
Latinos as 
different 
 
 
 
 
 
 
Why help 
based on 
British 
models? 
 
 
 
 
 
 
 
But, of course. This very change of environment 
makes people adopt certain ways... And no 
matter how united the family comes, you start to 
open and... everyone goes different ways. But it‘s 
here where it happens, not there.  
But we are talking about what could be here, not 
there... 
Anyway... They don‘t see anything that can be 
‗rescued‘, but I do. I think that we, already 
knowing the topic, with the theory and practice, 
can be good tools for relatives and friends. And 
we are more communicative and try to exteriorise 
our things, we seek people of our own community 
to be able to communicate because we know that 
Europeans will not understand us in the true 
context. I am talking about the NHS professionals. 
I think both parts need to change. Of course, we 
adopt some things, certain European 
particularities but professionals also should 
accept that Latino mentality, no matter how much 
they want to change it, it won‘t be changed 
because it‘s already formed.  
It doesn‘t change. It has to be accepted. 
Then, both parts must change.  
Well, what I was thinking is that [...] this guidance 
should be based on the British system, on how 
British psychologists solve these problems, and 
maybe a personal guide. Because maybe I‘m 
close to my family. But the situation is that if I 
have a friend but can act as a sister, or I see her 
as a sister, that would be the Latino help. But I 
think that in this case, it should be addressed to 
the Latino community, to their common problems. 
For example, the migratory grief, things that are 
happening at a specific moment: a new migration 
wave... things like that. I don‘t know, maybe I‘m 
going off-pist. These are things that bring about 
1.Environmental 
reasons for 
change 
 
 
 
 
2.Differences 
among partics. 
 
3.Sharing knowl 
with others. 
 
4.Latino 
characteristics 
 
5.Need for 
mutual change 
 
 
6.Diff. changing 
one‘s culture 
 
 
7.Need for 
mutual change 
6.Help to LA 
based on UK‘s 
knowledge  
 
8.Latino 
characteristics 
 
9.Specific help 
suitable for 
Lats. 
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Emphasis  
on comm. 
empow.  
But 
acknoled-
ging need 
for  
prof‘nal? 
 
anxiety. [...] So, I would like some kind of help for 
Latinos to know how to overcome these things, 
due to English language, due to... Because 
having an interpreter or someone in each NHS 
[service] with all the stuff that is going on at the 
moment, is something that won‘t happen easily. 
So, I think that suggesting ideas as to how we, as 
a community, can solve our own problems, help 
each other...   
I suggest sharing our phone numbers and contact 
details. Because we need people like the ones 
here today: people who are up to listen, to talk, to 
understand, to learn... 
That‘s right. Very important. There is now a 
connection between these people and that‘s 
something difficult to get.  
You could do it even bigger, connecting us here 
with those outside... maybe among friends, we tell 
them about it and maybe in the future the 
becomes a connection point for the community 
with the professional, who, it would be great, it 
they spoke Spanish. Knowing that we have a 
professional at the front but a community that 
seeks help. And not only seeking connection 
among the Spanish-speaking community, but also 
English-speaking people, as this is a community 
that is increasing in size, with new ideas, good 
ideas [...] Not only to sort out problems among us 
as a group, but also identifying problems coming 
from the community... 
 
 
10. Realism re. 
feasible support 
 
11.Solution: 
empowering the 
community 
 
12.Keep contact 
among 
attendees 
 
 
 
 
13.Need to 
enlarge group.  
 
 
 
14. Prominence 
of the 
‗professional‘  
15.Need to 
integrate Lat. 
community with 
others 
16.Comm. as 
problem-solver 
 
Codes generated from this extract 
1. Environmental reasons for change. 
2. Differences among participants. 
3. Sharing knowl with others. 
4. Latino characteristics. 
5. Need for mutual change. 
6. Diff. changing one‘s culture. 
7. Help to LA based on UK‘s knowledge.  
8. Specific help suitable for Lats. 
9. Realism re. feasible support. 
10. Possible sol.: empowering the community. 
11. Keep contact among attendees. 
12. Need to enlarge group. 
13. Need to integrate Lat. community with others. 
14. Prominence of the professional. 
15. Comm. as problem-solver. 
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‗Empowering the community as a solution‘ (code #10) seemed a code which 
comprised several others in this excerpt. Therefore, it became a subtheme within 
the theme ―Latino community needs‖, which subsumed other codes appearing in 
this excerpt. 
 
Codes, themes and reviewing 
Following the same process illustrated above, a sizeable list of initial codes 
(below) was subsequently r and codes were ‗condensed‘ into a list of 50 
approximately. Some codes were omitted from the overall thematic map because 
the did not seem to fit with the entire data set. They were either only said by one 
person or did not seem relevant to the themes or overall research questions.  
 
 
Time constraints 
Dual reason for attendance 
Need to look for help by oneself 
Interest in participating in further 
workshops 
Facilitator as role model 
 ‗Cognitive restructuring‘ among 
participants 
Relaxation as useful aspect 
Worry work as useful aspect 
Concept of anxiety as useful aspect 
Anxiety crises as a result of lack of 
information 
Importance of ‗scientific, professional‘ 
knowledge 
Self-disclosure as formulation following 
CBT principles 
Preventative/ameliorating effect of 
anxiety awareness 
Timeliness/degree of distress amenable 
to interv. 
Combination theory/practice as useful 
aspect 
Language barrier among Latinos 
Need to use Spanish to speak about 
complex topics 
Limitations when working through 
interpreters 
Need for homogeneity re. experience of 
anxiety 
Need 1st person experience 
No need for homogeneity re. experience 
of anxiety 
Group as source of relief/Importance of 
sharing experiences 
Group as opportunity for exposure 
Group as opportunity to make 
contacts/meet like-minded and 
supportive people 
Group as source of advice  
Need for people ready to listen 
Psychologists/MH profs as people who 
help others to get relief 
Apprehension to disclose difficulties to 
professionals/group 
No expectation of self-disclosure 
Mutual benefit (listener/listened to) / 
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homeostasis / normalisation 
Need for individual support 
Invitation to participate 
Relevance of topics 
Expectation of further input 
Accesible material 
Small print in handouts - difficult to read 
outside of group 
Engagement/interest (transmitted by 
facilitator) 
Constructive approach – emphasis on 
tools/strategies as helpful 
Empowerment/space to discuss 
‗Patient/sick‘ identity 
Importance that facilitator shares 
‗culture‘ with participants 
Facilitator‘s characteristics enhancing 
outcome 
Facilitator‘s need to be harsher with 
people 
Need to be caring – comparison with 
teacher 
Participants‘ expectations of therapy (= 
counselling) 
Importance of being ‗human‘ to be good 
therapist 
Normalisation – ‗all on the same boat‘ 
Latino Familism vs. British Individualism 
Familism not exclusive of Latinos / 
Some Latinos very detached 
Adaptation of Latinos when abroad 
Struggle in foreign country shared with 
others 
Intervention beneficial for everyone 
Need to spread the word ‗mouth to 
mouth‘ 
Drawing on spirituality/religion – more 
reliable than mainstream MH services? 
Respect/formalism (as expectation) 
Respect (as enacted) 
Completeness of material 
Questionnaire completion as useful 
aspect 
‗Personalised‘ material (really?) 
Realism – problems don‘t get sorted 
overnight 
More appropriate local 
Gratefulness for the opportunity of 
attending the group 
No appreciation/no priority 
Young people do not appreciate it 
Need to select participants according to 
age 
Age expectations 
Break halfway though sessions 
Importance of laughter 
More time allotted for group 
More emphasis on practice than theory 
(experiential examples?) 
Importance of veracity of case examples 
Importance of mutual support outside 
the group 
One-to-one space for people unwilling to 
share experience 
Follow-up of group 
Engagement - Warm-up exercise/task 
Importance of personal work to practise 
what has been learnt 
Need for more promotion of the group – 
assured ‗success‘ 
Ways of improving attendance (fine for 
non-attendance) 
Importance of endings 
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Audiovisual  
Alternative ideas for group: 
activities/material/settings 
Latinos and suffering 
Necessary help: specific needs of LA 
community 
Feeling calmer 
Sleep improvement 
More enthusiasm 
No importance of well-being for Latinos 
Ideas for projects/involvement of young 
Latinos 
Specific needs of Latino migrants – 
printed material 
Tabu nature of mental health among 
Latinos 
Importance of ―conscientizacion‖ 
Need for Mutual adaptation 
(migrant/host community) 
Understanding of CBT 
Expectation of need to talk/participate 
Shame that others have dropped out 
Shame that others have dropped out 
Need for tools to find out who we really 
are 
Need to adapt oneself to Host culture / 
‗step-down position‘ 
Need for strength/wise up 
Lack of realism in migrants 
Distance from family as important factor 
in generating distress 
Harsh reality of migration 
Challenge to ‗sick‘ identity 
Importance of language in identity 
formation / pathological terminology 
Need for follow-up / review session 
Parent-child reassurance seeking 
‗Homework‘ tasks 
Homework tasks –commitment 
Importance of keeping in contact 
Widening the group 
Need for social action - Community 
Psychology 
Prominence of facilitator 
Importance of link person 
Community + professional – Need for 
professional support 
Latin community ‗lagging behind‘ 
Privilege of info in Spanish 
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Appendix 16. Diagrammatic representation of the themes  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SPECIFIC CBT LOW 
INTENSITY ELEMENTS 
SEEN AS USEFUL  
 
Knowing what to do – 
Techniques 
Relaxation 
Worry Management 
Exposure principles/techniques 
 
Knowing what it is – 
Conceptualisation 
Relevance of the concept: 
Anxiety crises due to lack of 
information 
Importance of scientific/ 
professional knowledge 
Accessible material 
Provides language to express 
distress 
Separation in thoughts/behavs/ 
feelings meaningful 
Need to practise – 
Intersession tasks 
 
Realism – need for regular 
practice of tools learnt 
Meaning of ‗homework 
tasks‘ 
When is it a problem? – 
Questionnaires 
Positive aspects of anxiety 
Questionnaires as 
good/meaningful way of 
measuring distress 
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Facilitator‘s role 
Importance of sharing culture 
Characteristics enhancing clients‘ 
engagement 
 
Intervention delivered in 
Spanish 
Language barrier among Latinos 
Need to use Spanish to talk 
about distress 
Limitations when working 
through interpreters 
NHS limited provision of 
interpreting services 
Need for material in Spanish 
 
Group factors 
Group as positive: 
Source of relief/sharing 
experiences - Normalisation 
Opportunity for exposure 
Opportunity to meet supportive 
others 
Cognitive Restructuring from peers 
Empowerment 
Group as „not ideal‟: 
Perceived need of self-disclosure 
Apprehension due to fears re. 
confidentiality 
Need for individual support 
GENERIC 
ELEMENTS FOUND 
USEFUL 
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Recruitment 
All can benefit from intervention 
Mutual learning 
Timeliness/degree of distress 
amenable to intervention 
Need for homogeneity 
- re. age of participants 
 young people don‘t appreciate 
- re. experience/goals 
 need for first person‘s 
Intervention as starting 
point 
Expectation of further input 
Recovery as a pathway 
Vague description of further 
input 
 
INTERVENTION AS 
LIMITED/SCOPE 
FOR IMPROVEMENT 
 
Practical changes 
Length of intervention 
More emphasis on practice 
Follow-up sessions/review of 
material covered in previous 
sessions 
Break half-way through sessions 
Warm-up exercises/games 
Celebration of endings 
Individual support to some to 
facilitate engagement with the 
group 
Punishing non-attendance 
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Community difficulties and 
needs 
LA community ‗lagging behind‘ others 
Need for ‗social action‘ 
Bringing further issues within the 
community 
Importance of keeping in contact 
Widening the group – integration with 
non-Spanish Speakers 
Prominence of facilitator 
Latino cultural values 
Formalism 
Respect 
Familism vs. individualism 
Help-seeking behaviour  
Spirituality 
MH as taboo/no priority 
Expectations of help 
Dual reason for attendance 
 
Experience of migration 
Harsh reality 
Lack of realism 
Disempowerment 
Respect/lack of assertiveness 
Paralelism migration/therapy:  
Needy/self-pity 
Need to adapt to circumstances 
Relationship to facilitator 
Need to adapt to help received 
 
LATINO COMMUNITY 
NEEDS 
Migratory grief 
Adaptation to new country 
Awareness-raising  
Community involvement 
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GENERIC ELEMENTS 
FOUND USEFUL 
INTERVENTION AS 
LIMITED / SCOPE 
FOR IMPROVEMENT 
 
 
SPECIFIC CBT LI 
ELEMENTS FOUND 
USEFUL  
 
LATINO COMMUNITY 
NEEDS 
 
Knowing what it is – 
Conceptualisation 
Need to practise – 
Intersession tasks 
When is it a problem? – 
Questionnaires 
 
For whom? 
Intervention as starting point 
Practical 
changes 
Facilitator‘s role 
Intervention delivered in Spanish 
Group factors 
 
Community difficulties and needs 
Latino cultural values 
 
Experience of 
migration 
Knowing what to 
do – Techniques 
 
 
